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Editorial 


The International Congress on Mental Health is 
too near to attempt to estimate its eventual value, 
but we can say that its very existence indicates a 
step forward in international co-operation. Most 
notably, perhaps, it provides an occasion for people 
of goodwill from many different backgrounds, 
geographical, political and technical, to sit down 
together to discuss problems of the highest 
importance to society. Topics such as “‘ the 
genesis of guilt’’ and “collective guilt’’ can 
scarcely fail to lead to a discussion of the origins 
of war; ‘* world citizenship ”’, ‘* the individual and 
society *?, and others underline a growing awareness 
that it is not entirely beyond us to find more positive 
measures to ward off the calamity. 

Most of us have grown up in an atmosphere of 
nationalism and some to regard it as something 
natural, if not beneficial ; we are a long way from 


the internationalism of the middle ages when there 
were international organizations which provided a 
common cultural background and a common 
stability of purpose and ideas—however chequered 
was the foreground. It is true that some of these 
still exist; but they have lost much of their power; and 
moreover the somewhat sinister significance which 
terms like ‘‘ the third international ’’ have to our 
ears shows how far we have gone from this concept. 

The common love of learning was, however, 
always one of the deepest international bonds and 
professional brotherhood is still a password across 
frontiers—and ‘‘curtains’’. Indeed the warmth 
with which our colleagues abroad greet the wander- 
ing Englishman has to be experienced to be believed, 
as we can well testify. The international congress 
cannot fail to go a long way to making these links 
even stronger. 


Psychiatry in India and Pakistan 


By E. A. BENNET, M.C., M.A., Sc.D., M.D., D.P.M. 


Senior Physician in Psychotherapy, the Maudsley Hospital; Psychiatrist, West End Hospital for Nervous 
Diseases; previously Consulting Psychiatrist, India Command 


The partition of India has thrown upon the 
Governments of the two Dominions responsi- 
bilities of such urgency that time must elapse 
before plans for the health of the population can 
take shape. When these plans come to be formu- 
lated the question of priorities is sure to arise. 
Mental illness did not arouse much medical enthusi- 
asm in India in days gone by; and there (as 
elsewhere) other forms of sickness were (and still 
are) thought to be of more importance. Tuber- 
culosis and leprosy, for example, present special 
problems. The provision of hospital accommoda- 
tion for patients with these complaints is inadequate. 
Expert calculation revealed that in 1941 there were 
20,000,000 persons in India ‘‘so blind as to be 
unable to perform any work for which eyesight 
is essential ’’. The general hospitals are few and 
even in the large towns there is a shortage of beds. 
It would be rash, therefore, to expect any rapid 
change in the conditions for the mentally afflicted 

There are, however, indications that in each 
Dominion the needs of psychiatric patients have 
not been overlooked. The proposal to build a 
mental hospital near Calcutta will fill a long-felt 
need. The Government of Pakistan has laid 
considerable emphasis upon the teaching of 
psychiatry in the reorganization of the medical 
services. ambitious suggestion to establish 
Chairs in Psychiatry at the medical teaching centres 


in Lahore, Karachi and Dacca (in Eastern Pakistan) 
has been considered. Through the Sind Public 
Service Commission a notice: was issued inviting 
applications for the Professorship of Psychiatry 
in Karachi. An appointment to this post was 
about to be made when financial considerations 
caused a postponement. Psychiatric out-patient 
clinics are being opened at some general hospitals 
in which there will be psychiatric wards. This 
policy is in accordance with modern trends and 
reflects credit upon those directing the medical 
arrangements in Pakistan. 

The purpose of this brief article is to sketch the 
position of psychiatry in India before the recent 
war, to indicate the impetus given to psychiatry 
under the pressure of war conditions and to point 
out some present-day needs and possibilities. 


I —_ 

Hospital accommodation in India and in Pakistan 
for psychiatric patients requiring institutional care 
and treatment has been considerably below require- 
ments for many years. On a rough computation 
there is one bed for every 30,000 people. Most 
of the hospitals are old fashioned and were intended 
merely for custodial purposes. In certain places 


a portion of the jail has been adapted for the recep- 
tion of patients and several other hospitals are 




















distinctly jail-like. Mechanical restraint was 
routine practice in some provincial civil mental 
hospitals as recently as 1945 and even shackles, 
chains and handcuffs, while unusual, were by no 
means unknown. A _ few hospitals are well 
appointed and fairly adequately staffed. The Punjab 
Mental Hospital in Lahore (800 beds) contains some 
well-designed modern wards. The two hospitals at 
Ranchi and the Mysore State Hospital, near 
Bangalore, stand out as examples of what may yet 
be achieved elsewhere. The Ranchi European 
Mental Hospital—now to be called the Inter- 
Provincial Mental Hospital—provides accommoda- 
tion and treatment facilities similar to those found 
in many hospitals in Europe. 

The standard of nursing care in the three hospitals 
just mentioned is good. Elsewhere in the two 
Dominions it is very far from satisfactory. For 
the most part trained nurses are unobtainable so 
that untrained male and female attendants must 
be used and often there are not enough of them. 
The nursing conditions in the usually overcrowded 
wards are consequently poor. The work is arduous 
and unsatisfying, so younger men and women are 
not drawn to it. 

Taking all these matters into consideration it is 
understandable that young Indian doctors were not 
attracted to the study of psychiatry. Then again 
the fear of mental illness is more conscious amongst 
Indians than amongst Europeans. 

This is a somewhat grim picture. In pre-war 
India, life moved slowly and the administrative 
machinery, central and provincial, was anything 
but dynamic—at any rate in medical matters. In 
1912 the Indian Lunacy Act became law and it is 
still the statute under which the mental hospitals 
work. During the intervening 44 years, psychiatry 
has advanced to a remarkable extent. The Mental 
Deficiency Act of 1913 and the amending Act of 
1927 are the chief statutes under which mental 
defectives may be dealt with in Britain. There is 
nothing corresponding to these Acts in India and 


Pakistan. Consequently mental defectives may: 


only be detained in institutions under the provisions 
of the now outmoded Act of 1912. Before the 
partition of India psychiatrists in that country 
were well aware of the need for an Act under which 
mental defectives could be treated in special colonies. 
At least two suggested Mental Deficiency Acts 
were drafted by experienced psychiatrists, but sad 
to relate, they did not receive official sanction or 
commendation. 


il 


The outbreak of the Second World War led in 
due course to an expansion of the Indian Army 
and the Royal Indian Air Force, while the British 
units already in India were supplemented by a 
continuous flow of fresh units of the Army and 
R.A.F. Everywhere hospital accommodation had 
to be expanded by new construction. In many 
places the old Indian Military Hospitals and British 
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Military Hospitals were almost submerged in the 
new buildings which sprang up around them; 
and dozens of entirely new hospital centres were 
created. Some idea of the vastness of the medical 
services in. India during the war will be gained 
when we recall that in one area alone (Poona) 
there were more medical officers than in the pre-war 
R.A.M.C. 

The development of the medical services was at 
first gradual and it was not till 1942 that it became 
evident that the psychiatric needs of the Army 
were not being met. At that time there were six 
psychiatrists in the Army in India and some of 
them were doing general duty as well - as 
psychiatry. By 1945 the number of whole-time 
psychiatrists had risen to almost one hundred. 
This rapid development was accompanied by the 
provision of over three thousand beds for psychiatric 
patients. The policy was to link the treatment of 
these patients with that of the general hospitals. 
A ‘“‘standard psychiatric ward’ of twenty-five 
beds was designed and one or more of these units 
was added to the smaller general hospitals according 
to local needs. In addition large psychiatric 
centres were formed in base areas with accommoda- 
tion for several hundred patients. These proved 
insufficient and in 1945 a psychiatric hospital of 
1,200 beds was opened. 

Towards the end of the war there were between 
forty and fifty psychiatric centres in India, Burma 
and Ceylon. The supply of psychiatrists was 
always less than the demand. It was easier to 
build wards than to obtain trained staff to run 
them. Scattered throughout the Army were many 
younger medical officers with varying civil experi- 
ence in psychiatry. Some were appointed graded 
specialists while others required further experience. 
Training courses were arranged and systematic 
teaching was given. No claim is made that the 
training produced fully competent psychiatrists. 
But it did provide a fairly adequate background for 
carrying out specific tasks in the relatively homo- 
geneous group of Service patients. The training 
of these officers was the responsibility of experienced 
psychiatrists who—with two or three exceptions 
—came from the U.K. The trainees were Indian 
and British and they worked together with the 
greatest goodwill. 

The geographical formation of the country on 
the borders of India, Assam and Burma led to 
Divisions operating alone, so it became necessary 
to have Divisional Psychiatrists. This indeed was 
the only theatre of war in which each Division had 
its own psychiatrist. Several of these officers 
were Indians who had ‘“‘ graduated ”’ in the training 
centres in India. 

Before the war there were no Indian Mental 
Nursing Orderlies. Five training centres were 
established and a large number of nursing orderlies, 
trained by Indian Psychiatrists, were eventually 
graded as M.N.Os. 

The method of selecting candidates for com- 
missions in the Army in India was changed in 1943. 
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Previously the responsibility of selection lay with 
an Interviewing Board. In February 1943 the 
first batch of aspirants to commissions, thirty-six 
in number, arrived in Dehra Dun to be tested by 
the method of selection which had come into use 
in the British Isles. The new machinery for 
selection was at first rather cumbersome, being the 
joint effort of the previous Central Interviewing 
Board and a new Selection Board framed on the 
pattern of the War Office Selection Boards. A few 
months later a highly trained team from England 
took over this work and expanded it. Psychological 
tests designed for Europeans were of little value 
with Indians and some entirely new tests, appro- 
priate to the concepts of Indian soldiers, were 
introduced. Selection methods were also used in 
the Women’s Services with satisfactory results. The 
advance made by the use of these methods was 
striking and in due course a Directorate for the 
Selection of Personnel was set up. Later the 
L.C.S. adopted an analogous method for selecting 
candidates for the civil service—a tribute to those 
responsible for building up the intricate machinery 
of Selection. 


Ill 


The facts just mentioned are of more than 
historical interest. They have relevance to 
psychiatry in India and Pakistan today. The 
staffing of the psychiatric centres and of the Selection 
Boards was shared by Indian and British psychia- 
trists and psychologists. Some of these, officers of 
the old I.M.S. and the I.A.M.C., are still in the 
armies of India and Pakistan, while others have 
returned to civilian practice. Throughout the two 
Dominions, therefore, are many psychiatrists with 
experience in the use of modern much 
larger number than ever before. The majority 
are younger men well able to accept responsibility. 
Not all are now practising as psychiatrists. 
Although the need for psychiatrists was great, the 
opportunities for clinical work were restricted and 
a few have taken up general practice. The period 
of political transition slowed up the plans for 
development of the psychiatric services. But 
let us hope this is temporary and that development 
has not been halted. Indeed several ex-army 
and present army psychiatrists have been sent at 
the expense of their respective Governments to 
pursue post-graduate studies in England. 

The Indian Psychiatric Society was started in 
January 1947 with a membership of forty-two 
practising psychiatrists. The Council of the Society 
met in October 1947—that is after the partition of 
India—and resolved that the political division of 
the country should not interfere with the integrity 
of the Society and that psychiatrists from both 
Dominions should be eligible for membership. 
This decision is in keeping with the best traditions. 
Hitherto psychiatrists in civil practice have worked 
in relative isolation. Now it will be possible to share 
the administrative and clinical experience of others; 


and to lay down standards of training for psychia- 
trists and mental nurses. The Council of the 
Society has expressed its willingness to co-operate. 
in the drafting of new legislation with provision for 
mental defectives and delinquents and to maintain 
the status of psychiatry at a high level. 

A lack of vision in the past has resulted in such 
anomalies as the admission of criminal patients. 
to the wards of mental hospitals and the classifica- 
tion of ordinary patients as ‘‘ non-criminal ’’. 
On this and other related matters the Council of 
the Indian Psychiatric Society has already made 
recommendations. 

During the war the Government of India set up 
a Commission to report upon the civil mental 
hospitals and upon the psychiatric needs of the 
community. The findings of this Commission 
(The Bhore Report) is an important document 
containing, as it does, comments upon present 
conditions and recommendations for improvement. 

Psychiatrists in India and Pakistan would do 
well to study the Report of Post-War Educational 
Development in India, issued in 1944 by the Bureau 
of Education, India. In it will be found a mass of 
carefully sifted facts which have a direct bearing 
upon the future of mental health in the two 
Dominions. The first paragraph in this Report. 
reads as follows : 


** In every civilized country in the world, whether 
occidental or oriental, which aspires to be regarded 
as civilized, with the exception of India, the need 
for a national system of education for both boys. 
and girls which will provide the minimum prepara- 
tion for citizenship has now been accepted. In 
India the need for similar provision has been under 
discussion for many years, but that no substantial 
progress has yet been made is obvious from the 
fact that over 85 per cent. of her population is stilk 
illiterate.”’ 


The preventive aspects of psychiatry must be. 
linked with a comprehensive educational policy. 
In 1944 there were only two institutions in India 
for the education of mentally handicapped children. 
The establishment of many special schools for these 
children is essential. 


** Apart from the provision of special schools, 
it will be necessary to take the assistance of specialist 
medical officers including psychiatrists, educational 
psychologists and social workers experienced in 
mental welfare, in dealing with these cases. For 
this purpose specialist doctors may be associated 
with the school medical service at least for part- 
time work. Social workers will be able to seek 
and remedy environmental causes which contribute 
to the condition of the child, both at home and 
outside it.’”-—Report. on Post-War Education in 
India, p 


A Child Guidance Clinic was opened in Bombay 
several years ago and might well be taken as a model. 
Possibly other Child Guidance units have been 
oo since. There is certainly a need for 
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No one will under-estimate the magnitude and 
importance of the task presented in building up 
a satisfactory mental health service in India and 
Pakistan. Frustrations will be many and at 
times the burden will seem almost too heavy. 
A difficult but necessary step will be to educate 
public and official opinion. The relationship 
between mental disability and the religious, social, 
economic and educational environment of children 
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and adolescents is at present unknown. Fortified 
with information on such matters it would be 
possible to discuss the principles of health with 
conviction. To cure and to alleviate mental 
ailment is commendable. To observe and to 
change the conditions in which it multiplies is a 
demanding and rewarding obligation which will 
provide our colleagues in India and Pakistan with 
an objective worthy of their zeal. 





Child Health Services in Portugal’ 


By Professor VITOR M. FONTES, M.D. 


Director, Instituto Antonio Aurelio da Costa Ferrina, Lisbon 


The meeting of the Mental Hygiene Congress in 
August of this year in London, with its sections on 
Child Psychotherapy’ and Psychiatry, presents 
a splendid opportunity at the present time. 

It is essential that the nations be represented to 
their fullest and that the Congress occupy itself 
with the major problems which are found in those 
countries most tragically assailed from the Mental 
Hygiene point of view. 

In addition to this viewpoint, which is funda- 
mental, and by its side as a problem for solution, 
it might be as well to create a census of working 
conditions existing in the countries represented 
there, so that those conditions which are beneficial 
may be utilized for the common good, in a spirit of 
collaboration independent of other circumstances 
not those which are the moral principles of 
humanity. 

With this sentiment in view and within the 
framework of the specialty which we practise 
officially in our country and also because we feel 
great pleasure at the request which was made to 
us by Dr. Tredgold, we will set forth below a brief 


résumé of what takes place in the realm of Child’ 


Hygiene in Portugal. 

Until 1941 treatment and help extended to 
abnormal children was limited to those labelled 
delinquents, to those who underwent malforming 
influences through the circumstances in which they 
lived (children in moral danger), to some followed 
up by the educational services, to minors and to 
children whose senses were affected, namely the 
blind and the deaf, looked after in special establish- 
ments. Before this date there were only two 
schools for mental defectives, one for males founded 
by Doctor Costa Ferreira, physician and school- 
master, and one for females, the Medico Pedagogic 
Institute of Condessa Rilvas. These two founda- 
tions catered for little more than a hundred boys 
and girls. 

In 1941, the Portuguese Government began the 
organization of Child Mental Health Services in 


* Translated from the Portuguese. 


the country with the founding of the ‘‘ A.A. da 
C.F. ’’ Institute, established in the re-education 
school referred to above, but amplified and re- 
modelled in its aims and functions. 

This institution which functions in Lisbon is a 
dependent of the Ministry of National Education 
(Order No. 31,801 of 1941, and new re-o' 
tion Order No. 35,401 of December, 1941). It 
comprises a psychological observation clinic for 
children with mental abnormalities and the centre 
for study, organization of treatment services, 
re-education and aid to all those mentally affected 
in the country. 

In order to carry out these functions the Institute 
has three aims: 

(a) Selection of children with mental abnormali- 
ties. 

(6) Setting up of training courses for the technical 
personnel to be engaged in the work. 

(c) To prepare and organize the various Child 
Mental Health Services of the country. 

To carry out its first aim the Institute possesses 
a dispensary with an external consulting service, 
social domestic welfare and the organization of 
technical brigades who go to the schools or official 
and private establishments for child aid treatment 
or education, in order to observe children brought 
to notice for the above reasons. 

Some children may also come for consultation 
free. Observation of the child begins by being 
made by a nurse, who watches its behaviour 
in the waiting room. Toys are provided for the 
children while they await their turn for examina- 
tion. Children and parents (or those accompanying 
the child) then pass on to the Social Service depart- 
ment where a social worker takes down particulars 
of conditions of family life (as much from the 
economic as the moral aspect) and of general 
health. The child then goes into the medical 
psychiatrist’s room, who performs. a_ clinical 
examination, employing all possible methods used 
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in this type of examination, i.e. tests (Termann, 
Fay, C. Bihler), neurological examination, psychia- 
tric and physical examinations, direct observation 
by conversation, free drawing and whatever other 
means the case demands. 

The case sheet, drawn from these three sources, 
accompanies the doctor who examined child and 
family, to the director for discussion of diagnosis, 
and where possible the future handling of the case. 

The istics of examination concentrate 
on two major points: paying the greatest attention 
to information obtained socially and at the same 
time paying great respect for the feelings of the 
patient and his family, sparing them as much as 
possible questionnaires carried out in public by 
numerous inquisitors, a grievous trespass on the 
closest secrets of their lives, perhaps those most 
secret. To avoid this both doctors and social 
workers are alone with the examinees, and the 
utmost efforts are made not to duplicate questions, 
bearing in mind that the essentials are to be found 
in a case sheet compiled from the various sources 
of the respective services. And above all condi- 
tions of family life (of great importance in child 
psychiatry) are compiled only by social workers 
who are, as a rule, more welcome by the families 
in enquiries as to their more intimate affairs. 

When the examination is complete it then remains 
to indicate the ultimate course to be followed in 
treating the child. A final decision cannot always 
be made as the result of one examination; to guard 
against this difficulty there exists in the Institute 
building, a boarding school specially set up for 
those requiring further observation. When 
admission is decided upon, before the child enters 
the boarding house, the Social Service, through 
the medium of its workers, visits the child’s family 
in their own home and there take a careful history; 
this is taken with all possible discretion and caution 
but is nevertheless full and well informed. 

When the history has been taken the child enters 
the boarding house which admits boys from 5 to 
15 years of age (the female section functions in 
another building, the Medico-Pedagogic Institute 
Condessa Rilvas). 

The regime of the boarding house is by necessity 
the most liberal possible, within a framework of 
discipline readily accepted by the children; familiar 
surroundings, and an atmosphere into which 
teachers, doctors and above all prefectorial staff, 
enter, gives them a truly family life. 

The opportunities for observation in the boarding 
school are multiple ; various tests (in addition 
to those mentioned, the manual labyrinth of Rey, 
Ozeretzky, etc.) clinical pathology laboratories, 
X-rays, observation and especially observa- 
tion of the children in the untrammelled life of the 
boarding school, that is in their amusements, 
tefectories and dormitories. 

As we said observation classes also function in 
the Institute ; infant classes and those of the various 
grades of primary education. Nevertheless these 
classes are not intended primarily for the education 


of abnormal children. While he teaches, the 
master (himself a specialist in this type of observa- 
tion) continues to watch his pupil and to appreciate 
the causes of his mental abnormality or inability 
to learn. 

The various workers in the boarding house, 
doctors, teachers and prefects have each their own 
case sheets where all information in regard to the 
child under survey are noted down. This ranges 
from laboratory analyses to psychiatric examina- 
tions, from neurological examinations, detailed 
and repeated, to notes on improvement in school 
work, i.e. reading, writing and arithmetic. Also 
noted are performances in manual work, games, 
etc. and finally in great detail, the notes made by 
workers in regard to the daily life of the boarder, 
the behaviour of each child, in his milieu, in the 
dining room, in the dormitories, how he comports 
himself at table, how he sleeps (night terrors, 
dreams), if he is violent at play, cunning, lying, 
loyal, a coward, a cheat, aggressive or co-operative. 

Every fortnight the technical personnel have a 
clinical meeting in which the children’s case sheets. 
are read and weighed up. The case is discussed 
by everyone and when it is considered that the case 
is complete the ultimate destination of the child 
is marked down on the case sheet, whether it be 
re-education, treatment or simply help. 

During the observation, which in general is con- 
sidered completed in a term of one to two months, 
the Social Services pay return visits to the minor’s 
house and also to his school or office where he was 
working ; it not only continues to collect all 
elements which may perhaps help completely to 
clear up the case but also continues to solve as 
much as possible the family situation, by re-organiza- 
tion of broken homes, attempts to place unemployed 
fathers and to hospitalize any member of the family 
who requires one or other form of treatment. 

The child is then discharged from the boarding 
house and if his continued treatment is possible, 
when it is indicated, it is proceeded with on this 
understanding and the family continues to visit 
the dispensary or Social Services in whatever form 
suits them best. If the child cannot be admitted 
to the recommended institution by reason of lack 
of accommodation or because what exists is not 
sufficiently differentiated, then he remains under 
surveillance at close hand and the best transitory 
solution is sought. 

Since the organization of the Institute and by 
its direct intervention, there have already been 
created in Lisbon several institutions for com- 
plementary treatment. Thus, in the suburbs, 
a re-education school, the ‘*‘ Albergavia de Lisboa ”” 
has been founded with a large estate and buildings 
for mentally abnormal children who while they are 
unable to proceed to elementary studies, are 
nevertheless able to absorb and learn simple tasks 
fitting to their mental capacity, the teaching being 
carried out by personnel trained to teach this type 
of child. 

The re-education school carries one hundred boys. 
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In Lisbon a re-education school for seventy-five 
girls functions in collaboration with the Institute, 
with gardens, and training centres in dressmaking 
and other domestic work, well fitted for the ae 
boarded there. 

In the ‘‘ Julio de Matos ’’ Hospital (Psychiatric 
Clinic for Adults) a building for children was opened 
in 1943 for forty boys for cases of psychopathic 
personality who require treatment in this type of 
speciality. 

Finally by the initiative of, and organized through 
the Institute, twelve classes with a maximum of 
fifteen pupils each, will begin work this year beside 
the primary schools of Lisbon and the Public 
Assistance Institutions for Infant Education; these 
are for backward scholars who require individual 
teaching. These classes work under the technical 
direction of the Institute and employ personnel 
trained there. 

Besides children boarded in these institutions 
and those who are accommodated in special classes, 
the Institute also assists, treats and re-educates 
numerous children either as boarders (cases of 
childhood neurosis, caused by bad home influences, 
psychopaths with familial reactions which a few 
months as boarders and some family re-education 
may help) or as out-patients where many cases for 
motor re-education by reason of neurological 
disease are cared for: there is also an Orthophonic 
section which has many patients. 

This then is the function of recuperation of 
mental abnormalities carried out by the Institute. 

The other function is the training of technical 
personnel for these specialized Services. 

To cover this an order was published (32,607 of 
December, 1942) regulating the founding of a 
specialization course for teachers of abnormal 
children in the Institute. The course consists of 
two subjects, Psychology and Paediatrics, orient- 
ated for the purposes of the specialty. Primary 
school teachers or anyone with a University degree 
can matriculate in this course. The certificate of 
this course is the indispensable legal condition by 
which one can be employed as a teacher of abnormal 
children. 

The course is essentially practical: it extends over 
one year, and its theory is orientated in the direction 
of observation and recognition of the known facts 
of abnormal psychology applied to abnormal 
children, taught also with this end in view; what is 
more stressed is the practical side of teaching 
through the medium of apprenticeship, both in the 
classes which are taught in the Institute itself and in 
those attached to the primary schools. 

Each pupil-teacher has some weeks of apprentice- 
ship in the first, second and third infant classes. 
These classes are attended by the Institute masters 
and by the pupil-teachers’ colleagues. At the end 
of each apprentice week, the lessons taught by 
each pupil-teacher are discussed by the technical 
personnel of the Institute, including the director 
and the other pupil-teachers themselves. This 
teaching technique has shown itself of great use 
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as it has allowed of a singularity of viewpoint most 
convenient in a subject so specialized. 

The final examinations of the course consist of 
theoretical tests, practical tests (lessons given on a 
chosen subject) and the writing of observation notes 
relative to abnormal children selected for the 
examination. 

Preparation and organization of the various 
mental health services is carried out by means of a 
propaganda directed towards the non-lay public 
(doctors and teachers) and the general public. 

For this the Institute has brought into being 
conferences on Neuro-psychiatry and has publica- 
tions on aspects of the specialty. Thus the organ 
of greatest circulation published by the Institute is 
a Bulletin entitled the ‘‘ Portuguese Child’’ of 
which already six volumes have appeared, corres- 
ponding to the six years’ existence of the Institute. 

In addition to the Bulletin, four volumes of mono- 
graphs, treating of more limited subjects and more 
searching in their intrinsic sense are published. 

The Institute also has in its possession much 
valuable material within the sections in which they 
are made up. Thus in the Museum there are 250 
brains of still-born and new-born Portuguese 
children. Each brain has its case sheet with all 
possible information obtained by the Services who 
came by the brains. 

The Institute possesses also a collection of records 
obtained from its patients suffering from speech 
troubles, from orthophonic defects, from stammer- 
ing, etc. There is also a selection of films showing 
patients with motor and other affections. The 
Library of the Institute is rich in reviews of special 
subjects, as it receives 119 national and foreign 
publications, 116 of which are obtained by exchange 
with its own Bulletin. In the six volumes of 
**AC. CR. PORT’’, psychological, pedagogic, 
morphological and social aspects of the Portuguese 
child are treated, with valuable foreign collaboration. 
We may mention in honour the names of collabora- 
tors, Tramer, Baumgarten, Cesell, Hanselmann, 
Schachter, Maragas and Planchard. 

Of the four volumes of ‘*‘ monographs ”’ two are 
on the subject of neuro-psychiatric conferences 
concerning children: Volume No. II is a study 
of ‘*‘ The development of the cerebral cortex ’’ by 
V. Fontes and No. IV is a work on Pestalozzi, 
— in 1946 on the second centenary of his 

eath. 

The ‘‘ Organization of Psychiatric Aid in the 
Country ’’ Law, published in 1945 (Law No. 2006) 
included the Institute in its services, giving it the 
title of Dispensary of Mental Hygiene in the country 
with the powers already described. 

The child section created in the three psychiatric 
centres in which the country was divided, namely 
North, in the city of Oporto, Central in Coimbra 
and South in Lisbon, are under the technical 
direction of the Institute. 

To date since its organization in 1941, 4,894 
minors have passed through the various branches 
of the Institute 617 as boarders, 4,277 through 
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the other branches. Of these last 2,203 were 
admitted to the Public Assistance teaching centres, 
as they showed no evidence of mental abnormality, 
175 were placed in the existing re-education schools, 
180 are taught in the special primary classes, 40 are 
gathered in the infant section of the Psychiatric 
Hospital and the remainder continue to be assisted 


by the Institute or are at home awaiting considera- 
tion of their cases. 

What remains to be done is to build asylums for 
large numbers of irrecoverable patients, to enlarge 
the special schools, and to attempt to extend to the 
whole country the benefits of assistance, re-education 
and child treatment. 


Group Psycho-Therapy and the Psychiatric Social 
Worker 


By ERIKA CHANCE, B.A. 


Psychiatric Social Worker, Warlingham Park Hospital 


Although group treatment as a means of resolving 
personal difficulties has been practised for some 
time, it has but recently received recognition in 
the psychiatric - field. Since Pratt treated T.B. 
patients by these means in 1905, the advent of the 
shock therapies and the pressures of the late war 
have done much to focus attention on a technique 
of psychotherapy which, it was hoped, would be 
time saving. 

Psychiatry has for some years taken a wider view 
of its function in relation to the community than 
that which would restrict it to the treatment of the 
mentally sick. Research into methods of group 
therapy and sociometrics shows that the Mental 
Health Service has a vital contribution to make in 
terms of guiding interpersonal relationships. Indeed, 
it can have no less a goal than that of the Inter- 
national Congress for Mental Health: ‘‘ The task 
of preparing the way for individuals to become 
citizens of the world.’’ The formation of the groups 
described here and the specific way in which they 
are linked are the product of a Mental Health 
Service which sets itself this goal. 

Group therapy may be defined as the re-orienta- 
tion of the patient by means of specific relationships 
between the individual and the group leader, the 
individual and the group, and between individuals 
in the group. Two main divisions in group 
treatment techniques may be distinguished; dis- 
cussion therapy and activity therapy. In this 
article, the writer will describe her experiences 
in the past year in conducting group therapy 
jointly with a psychiatrist for the following groups; 
(1) a discussion group for In-Patients, (2) a dis- 
cussion group for Out-Patients and (3) a Social 
Therapy Club for Out-Patients. The psychiatric 
social workers function in these groups will be 
described and the writer will endeavour to assess 


the contribution she can make by participating 
in treatment groups, both to group therapy and to 
psychiatric social work. 


THE FIELD 


(1) The In-Patient Group 

This group has met once a week since November, 
1946 for an hour’s discussion of psychiatric pro- 
blems. A wide variety of techniques have been 
used, ranging from free discussion of problems 
raised by patients, to discussion illustrated by drama- 
tic acting out of situations, to the didactic lecture 
discussion method. 

Of the three groups to be described, recruitment 
for this unit is least selective. Most patients attend 
on the invitation of their doctor, but some are 
brought by friends. 

The membership of the group is subject to constant 
change as patients attending are mostly on the 
road to recovery. There have, therefore, been large 
variations in attendance, ranging from 7 to 16. 
Male patients tend to be in the majority. The 
place of this group is ancillary to the general treat- 
ment plan. Patients are also, as a rule, under 
Insulin, E.C.T. or analytic treatment. 

This group has failed to develop any social 
structure although there are a number of practical 
tasks for which patients could usefully take responsi- 
bility, such as preparation of the meeting room, 
acting as secretary, etc. It differs in this respect 
strikingly from the Social Therapy Club. It is 
the only one of the groups described in which 
movement is almost entirely absent and in which 
certain stereotyped features have developed. Men 
and women tend to sit at opposite sides of the 
room and, irrespective of the technique used, 
the members contributions are nearly always 






























directed to the leaders. Attendance is entirely 
voluntary and, by the very nature of the group, 
patients come to it largely because they hope to 
derive from their attendance some information 
which will enable them to leave the group 
permanently. 


(2) The Social Therapy Club for Out-Patients 


This club was opened in January, 1947, under 
the leadership of the writer and of the psychiatrist 
in charge of the In-Patient group. Méeetings are 
held once a week and a committee of members 
decide questions of programme and club manage- 
ment. 

The programme includes discussions on questions 
of general interest as well as on psychiatric problems, 
dramatic and musical evenings, dancing, games, 
outings, etc. A social is held every six weeks to 
which members invite friends and relatives. An 
invitation to the In-Patient group has become one 
of the traditional features of these social evenings. 
A quarterly magazine, largely concerned with 
articles on mental health is produced by the patients. 
Members take it in turn to bake for the canteen. 

Recruitment is selective. Patients attending for 
out-patient treatment and some of those discharged 
_ from the Mental Hospital are invited to join by 
the leaders. Information about each member 
prior to enrolment is obtained from a psychiatric 
interview and a social and psychiatric history. In 
the course of his attendance the patient’s social 
problems are noted. Intelligence is tested. The 
number of active members has remained at about 
30 throughout the year and the bulk of the 
membership has remained constant. The average 
attendance is 19. Men and women attend in 
approximately equal numbers. About 40 per 
cent. of the members are former in-patients. 

It is the aim of this group to provide patients 
with all the facilities which a good club may offer, 
including an ever-increasing scope for self govern- 


ment and responsibility. The treatment aim of - 


the club is openly accepted by each patient in 
relation to the staff. Repeated sociometric tests 
show that although patients do in fact carry full 
responsibility for all the mechanics of group 
management their personal dependence is centered 
upon the leaders. It is felt that both these factors, 
the self governing, highly structured aspect of the 
club, and the extreme personal dependence on the 
leaders combine to give this group the family 
atmosphere of a living community; structured 
enough to provide a realistic social background, 
and yet sufficiently flexible to allow therapeutic 
Situations to arise naturally and to be easily con- 
trolled-and guided 


(3) The Out-Patient Discussion Group 

This group has met once a week since January, 
1947 at the Social Workers’ Office. Prior to the 
discussion, tea is available in informal surroundings 
for patients coming from work. While meals are 
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in progress the psychiatrist and the writer interview 
individual patients who have specific problems. 
At intervals they return to the tea room and join 
in the conversation around the table. At the end 
of the meal patients assemble for the treatment 
group. 

Of the three groups described, recruitment here is 
most selective. Only patients with average or good 
intelligence and with a real need for verbalizing 
their problems are asked to attend. Attendance 
ranges from 7 to 10 patients and at times patients 
are asked to bring their husbands, wives, or other 
relatives to the group when it is felt that they might 
usefully take part in the discussion. 

With the exception of one case all patients 
attending this group also attend the club. They 
look upon the club as a field in which to practice 
insight and understanding gained in the discussion. 
About half of these patients are former members 
of the discussion group for in-patients. 

The techniques used in this group are similar 
to the methods used in the In-Patient group, but 
the members’ contributions tend to be more group 
centered. Patients state their personal problems 
spontaneously and, because they participate more 
actively, it is possible to bring into the group 
discussion material which would be too disturbing 
in the setting of the In-Patient group. 

This group shows no specific social structure, 
but members demonstrate their individual feeling 
for the group by assisting in the preparation of 
meals and of the meeting room and in helping to 
tidy up after meetings. After an hour’s discussion 
patients walk over to the club in groups of twos 
and threes, often continuing the discussion on the 
way. 

In concluding this description of the field, the 
degree of interaction between the three therapeutic 
groups should be-stressed as an important factor 
in treatment. To the in-patient who visits the Club 
on a social evening it is an encouraging experience 
to meet former in-patients who look well and happy. 
Members of the Out-Patient discussion group are 
more conscious of the treatment purpose of the 
club and help to keep club aims in the minds 
of other members. The three groups represent 
stages of mental health and social adjustment. 


THE PSYCHIATRIC SOCIAL WORKER’S 
FUNCTION 


The joint leadership of any group presents a 
problem in that it taxes the leaders’ capacity for 
co-operation and team work. The psychiatric 
social worker and the psychiatrist have comple- 
mentary functions in the normal working of a 
Mental Health Service. These are usually per- 
formed separately in time and place. Joint work 
in group therapy requires detailed preparation 
of a treatment plan for each session and discussion 
which clarifies the role of each worker in the treat- 
ment plan as a whole. It requires careful assess- 


* ment of each patient’s problem, of his relationship 
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to other members, and to the leaders, so that the 


optimum use can be made of all therapeutic 
resources. From the foregoing it will be seen 
that it is doubtful whether the advantages of group 
therapy lie in an economy of time. 


(1) The Psychiatric Social Worker’s Contribution 
to Group Therapy 


All psychotherapy aims at the individual and it 
has been our experience in preparatory discussions 
and in the assessment of treatment that the psychia- 
trist tends to concentrate on the treatment of the 
individual in the group. The social worker tends 
to focus her attention on treatment through the 
group and on inter-personal relationships. She is, 
therefore, much concerned with group cohesion 
and group structure. If she has previous experi- 
ence in work with groups this is of assistance. Her 
contribution in this sphere consists largely in the 
creation of opportunities for the group’s growth 
in the desired direction. 

For instance, it was noted that the In-Patient 
group showed considerable resistance at the 
beginning of each session and the results of a 
sociometric test showed a marked absence of 
inter-personal relationships. As a result of these 
observations it was decided that each meeting of 
this group should be preceded by a ‘‘ symbolic 
communal meal ’’, a cup of tea and a bun, shared 
by all participants. This feature was found to 
shorten the warming up process. 

In activity therapy as practised in ‘the Out- 
Patient Club the creation of suitable roles for the 
patient is important. These must be within the 
capacity of the patient and they should enrich 
the social structure of the group. Their fulfillment 
should give the patient release, satisfaction and a 
feeling of achievement. Yet any steps taken by the 
leaders should leave the patient with the feeling 
that it is he who has taken the initiative. 

The case of patient F.1 illustrates this point. 
She is a psychoneurotic woman, aged 31, whose 
conversion symptoms are due to intense conflict 
between a desire to be accepted as a model mother 
and complete rejection of her three children, 
between a wish to dominate (as expressed in her 
unhappy marriage to a man six years her junior) 
and a need for dependence. The Club Com- 
mittee asked this patient to undertake the manage- 
ment of the canteen: This work gives her ample 
opportunity for organizing others for baking, 
serving, and washing up. She looks upon the 
provision of food as a maternal role and this 
aspect of her treatment has been re-inforced since 
she has begun to escort patients from the club, 
who were unable to travel alone. She has met 
her need for dependence by forming an attachment 
for the writer. In the three months of her atten- 
dance she has progressed sufficiently to formulate 
her conflict concerning her sexual relationships 
and her children. She accepts her symptoms now 
as a passing expression of this conflict. 


The psychiatric social worker as an auxiliary to 
the psychiatrist can be of assistance in breaking 
down resistance in discussion therapy. The social 
worker’s contribution as a lay member of the group 
encourages patients to voice their ideas. In psycho- 
drama and sociodrama her function as an auxiliary 
ego has been fully described by J. L. Moreno. 

The therapeutic possibilities inherent in the 
double leadership of groups have not yet been fully 
explored. Patients certainly look upon the leaders 
as father- and mother-figures and usually develop 
a stronger transference to one of these. In some 
cases it been possible to maintain group 
membership while allowing a negative transference 
to one therapist to develop. 

Lastly all psychotherapy aims at the re-orienta- 
tion of the patient so that he may be better able to 
adjust to his environment and enjoy improved 
relationships at home, at work and in his leisure 
time. In-patients are much concerned with prob- 
lems of social adjustment and they frequently 
bring to the discussion group such questions as: 
** Should I do full-time work immediately after 
my discharge?’’ ‘‘ Should I tell my employer 
about my breakdown ?’’ ‘‘ Should I keep in touch 
with the hospital.or should I try to forget all about 
my illness? ’’ Consideration of this type of dis- 
cussion brings us to the second aspect of group 
treatment to be considered here. 


(2) Participation in Group Therapy as an Aid to 
Psychiatric Social Work 


On admission of a patient it is the social workers’ 
task to interpret the hospital to the patient’s family, 
to soothe the feelings of fear and guilt which arise 
from the relatives’ reaction to the patient’s illness 
and from the dread of ‘‘ the asylum ’”’, and to 
obtain the active co-operation of the family in 
treatment. In the past year, 14 members of the 
Out-Patient Club have been admitted or re-admitted 
to hospital. In each case the patient came into 
hospital freely and without undue distress. Their 
relatives, having established easy and informal 
relationships with the staff and gained a better 
understanding of the nature of mental illness in 
the Out-Patient Club, gave active and intelligent 
co-operation. 

For example, on one occasion a manic depressive 
was advised. to apply for re-admission to hospital 
because of an impending relapse. During his last 
period of treatment as an in-patient his wife had 
shown considerable hostility to the hospital and 
had made every effort to persuade him to dis- 
continue treatment. On this patient’s second 
admission, his wife suffering from a reactive depres- 
sion due in part to a deterioration of marital 
relationships, herself applied for admission to the 
hospital on the same day. The couple, who are 
devoted parents, asked the social worker to make 
suitable arrangements for their three small children 


while they obtained treatment in the Mental 


Hospital. 








os 


en JS A st 4 4 OD OO 


-—A - eto Ost 4 


—* PD 


—- = > eo vnA fonwenos oo Oo Oonr DD Oo - 


Or; 


[72] 












In the mid-treatment stage the social worker’s 
presence in discussion groups helps her to under- 
stand the patient’s specific problems. The patient, 
knowing that she has listened to his contributions 
on such topics as work and leisure time problems 
as described above, derives a feeling of security 
from the fact that he, his illness and his rehabilita- 
tion are treated as a whole. He tends to apply 
insight gained in the discussion group more readily 
to the solution of his practical difficulties. 

M.2 for instance, a boy, aged 18, suffering from 
petit mal and psychoneurosis, discussed the stigma 
of mental illness in the group. He described his 
tendency to escape from difficulties into day dreams, 
explaining that an over-protective mother had 
always allowed him to evade reality and had, on 
occasions, prevented him from striking out on his 
own. After the meeting he requested an interview 
with the psychiatric social worker. He asked her 
to find him a job ona farm. He said: ‘* Since the 
discussion I realize that you can’t run away from 
your illness . . . but I’d like to get another job. 
This one is too easy.. I have plenty of time to 
dream over it. I’d like to get away from home, 
aa ae 
Members of the In-Patient group tend to request 
on their own initiative an interview with the social 
worker to discuss problems they may have to face 
on discharge. The same occurs in the Out-Patient 
groups concerning social problems of all kinds. 
But for the In-Patient, the fact that he considers 
the question of social adjustment long before his 
discharge, helps to make him look upon his stay 
in the hospital as a period in which he may gather 
strength to face the outside world. This attitude 
is of great assistance in after care. 

Nearly all patients discharged from hospital after 
a period of treatment exceeding four months, find 
the transition from the sheltered routine of hospital 
life to the noise and bustle of the outside world, 
difficult. Social therapy clubs have been recognized 
as a useful means of cushioning the shock of this 
transition. Klapman describes the need of the 


ex-hospital patient to establish a positive transfer- © 


ence to some one who has detailed knowledge of 
his in-patient experience. 

F.3, a girl, aged 21, who made a good recovery 
from a schizophrenic illness formulates her attitude 
as follows: ‘‘ I have always been afraid of talking 
about my illness, but since I joined the club, I don’t 
seem to mind telling perfect strangers.’’ It is 
suggested that the creation of a positive attitude 
towards this patient’s breakdown is the direct result 
of membership of a community in which such an 
experience is taken as a matter of course. 

Patients in need of supervision after discharge 
can be divided into those who are aware of their 
need for help, and those who lack insight. The 
first category presents little difficulty, as a rule, 
in after care. But for those who lack insight, 
provision of satisfying recreational activities and of 
opportunities for unconscious learning through 
social situations, have proved a surprisingly efficient 
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means of keeping contact. Some of these cases 
have made exceedingly good progress through 
social therapy. 

F.4, a schizophrenic girl, aged 18, with an I.Q. 
of 52 came to the club in January, 1947. She was 
ill-dressed and appeared at the club with long 
unkempt hair. She was at that time unemployed. 
She was unable to respond to the members’ attempts 
to draw her into their activities and sat for most 
of her first attendance, hiding her face beneath a 
flow of hair. Work was found for her in a perfume 
factory and she kept this job for 9 months. She 
has attended every meeting of the club during the 
past year with the exception of one (when she went 
toadance). She dresses well and has begun to make 
use of cosmetics. She takes part in all games and 
social activities without further encouragement 
and she does her share in the canteen. She has 
brought several friends to the club and our present 
difficulty lies not so much in ensuring her participa- 
tion in activities, but rather in damping her 
enthusiasm for the other sex ! 

There will, of course, be always those cases to 
whom club life and groups make no appeal. But 
a progress analysis six months after the opening 
of the Social Therapy Club showed that of 42 
cases in which referral had been effective only 
8 were lost because patients no longer wished to 
attend. 


SUMMARY AND CONCLUSIONS 


(1) This study -is a survey of one year’s experience 
of group therapy. The writer has endeavoured to 
evaluate the contribution which the psychiatric social 
worker can make by her participation, both to’ group 
therapy and to psychiatric social work. 


(2) Three groups have been described; a discussion 
group for In-Patients, a discussion group for Out- 
Patients and a Social Therapy Club. 

(a) Recruitment for the In-Patients’ discussion 
group is least selective and there are great changes 
in the membership and attendance. This group 
has developed stereotype features. It lacks spontan- 
eous movement, social structure and cohesion. 


(b) Recruitment for the Out-Patients’ discussion 
group is most selective. Here too, there is little 
social structure, but great spoftaneity of movement. 
There are no stereotype feature in this group. 


(c) The Out-Patient club is sufficiently structured 
to leave responsibility for all the mechanics of group 
management to the patients. By virtue of their 
personal dependence on the leaders the group 
remains sufficiently flexible to allow therapeutics 
situations. to arise spontaneously and to be easily 
controlled. 


(d) The three groups are closely linked. Their 
interaction is considered an important factor in 
treatment. 

(3) The Psychiatric Social Worker’s contribution to 
group therapy has been described: 


(a) She is particularly concerned with structure 
and cohesion of the group as a whole. 
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(5) She is responsible jointly with the psychiatrist 
for the creation of social roles for the patient which 
offer release, satisfaction, and a feeling of achieve- 
ment. 


(c) As an auxiliary to the psychiatrist her task 
consists in breaking down resistance as another lay 
member of the group in discussion, psychodrama 
and sociodrama. 


(d) She presents the possibility of an alternative 
transference. It was possible to maintain group 
membership by these means while a negative 
transference to one therapist developed. 


(e) She assists in creating a permissive family 
atmosphere, the background essential for thera- 
peutic groups. 

(f) In the guiding of discussions on social adjust- 
ment her special knowledge is used. 


(4) Participation in group therapy is of great assist- 
ance in psychiatric social work : 


(a) The social worker’s participation in group 
therapy facilitates interpretation of the hospital 
and of the patient’s illness to his family on 
admission. 


(b) It helps to enrol the active co-operation of the 
family in the mid treatment stage. 

_(c) The patient tends to take the initiative in 
discussion of rehabilitation problems. He applies 


insight gained during treatment more readily to the 
solution of his practical difficulties 


(e) On discharge the Social — Club 
counteracts the stigma of mental illness. Member- 
ship of the club provides the necessary positive 
transference which allows the patient to look upon 
his illness as an integral part of his life experience. 

(f) Patients lacking in insight who normally 
present a problem in the provision of after care 
were found to respond well to the facilities provided 
by the Social Therapy Club. 


(g) While it is too early to say for what propor- 
tion of patients Social Therapy provides a satis- 
factory means of after care, it was found that of 
42 cases referred in the first 6 months of the establish- 
ment of the Club only 8 failed to continue their 
attendance because of personal difficulties of 
adjustment. 


In looking back over one year’s experience of work 
in these three groups the writer feels that her participa- 
tion in group treatment has enriched her concept of 
psychiatric social work, it has helped her to a better 
understanding of patients and improved her relation- 
ship with them in each case.* 

She is indebted for the opportunity to take part in 
this work to Dr. T. P. Rees, Director of the Croydon 
Mental Health Service, and to Dr. R. A. Sandison, the 
psychiatrist in charge of the groups described. 
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The Colony of Gheel * 


EFFECTS OF WAR AND PRESENT PROBLEMS 


By A. RADEMAEKER, M.D. 
Medical Director 


Gheel, the town of lunatics 


To the outsider Gheel is the town of lunatics. 
Here they go about freely, they can roam as they 
please, without any interference on the part of the 
public. The people of Gheel have a happy way of 
dealing with them and: nobody objects to their 
presence. In fact they live and dwell with the 
families of Gheel, who take charge of them, as they 
give them board and lodging. 

This popular picture of the Colony is essentially 
true, although it needs to be completed. Since 
motoring and sightseeing have become an asset 
of modern life, it is no exceptional event, especially 
in the summer, to see touring cars stopping on the 
Market Place. Large groups of visitors can be 
watched, pouring out of them. Of course they 
want ‘* to see the lunatics ’’ and how they get along. 
The medical staff of the Colony does not encourage 
such visits which are too often inspired by mere 
curiosity, but they cannot guard against them, 
nor keep visitors from interviewing patients in the 
streets. 

Therefore, if the visit has been announced before- 
hand, one of the nurses, or even one of the doctors 
will take charge of the group and show them 
around the town. 

Visitors will then get acquainted with the history 
of this unusual and original community. They 
will be told the story of Dymphna, the Irish Princess, 
who long ago took refuge in this place and was 
beheaded by her ‘‘ possessed ’’ father. They will 
see St. Dymphna’s Church, with the relics of the 


saint and her treasures of old art; also the “* sick-— 


room ”’, an annex of the church, where the insane, 
who came to Gheel as pilgrims in the Middle 
Ages, had to stay for prayer in expectance of their 
cure. 

In the meantime they will learn that a lunatic 
is not necessarily the wildly gesticulating, noisy, 
boisterous or raving individual, whom they are 
looking for; that a lunatic is to be considered as 
a sick person, who besides is often physically ill 
and that mental disturbance does not mean that the 
person afflicted with it, will never get well again; 
that malady of the mind is the most pitiful of all 
and should never be laughed at; that most mental 
patients are absolutely harmless, if they are treated 
with understanding and some consideration; that 
many such invalids need not be confined and that 
their suffering can be much relieved in a regimen 
of properly supervised freedom. 


Finally visitors will be allowed to enter a few 
of the foster-homes so they may realize that, besides 
the more conspicuous type of patient who is occa- 
sionally met with in the streets, there are living in 
Gheel many others, leading an active and useful 
life. On superficial examination, they can hardly 
be distinguished from the ordinary inhabitant, 
or from any other normal person. It is sometimes 
difficult indeed to say who is who ! Even the medical 
director ‘himself, who does not personally know 
all his patients, may occasionally be somewhat 
embarrassed. He may have to take certain 
precautions, as he does not wish to offend people 
whom he is addressing ! 

When the time comes for them to leave, visitors 
may have learned something about the real nature 
of mental disease; they may have lost some:of their 
preconceived judgements about insanity and, what 
is still more important, they will have caught a 
glimpse of the work of charity that is being done 
in a community of simple and kind hearted people 
for the most unfortunate and the most destitute 
of their fellow creatures. 

Therefore the doctor or nurse, who has con- 
ducted the visit, will not regret the time thus spent, 
although more urgent work has sometimes to be 
postponed on this account. 

Some hundred years ago Gheel colony had only 
700 patients. Since the development of psychiatry 
as a medico-social science, the system of organized 
family care has been acknowledged as a method 
of treatment for a considerable proportion of the 
mentally ill. Being supported by public authorities, 
as well as by the medical profession, the system has 
prospered and been widely extended. In the last 
fifty years the colony has also been much visited 
by psychiatrists, nurses and social workers. A 
new sort of pilgrimage has come into being. This, 
in return, has stimulated the development of family 
care in other communities. In some instances and 
in various countries, these efforts have proved 
successful, regardless of the many difficulties 
involved in this kind of work. 


The Effects of War 


At the International Congress of Mental Health 
held in Washington in 1930, Dr. F. Sano, former 
Director of Gheel Colony, was able to make the 
following statement: ‘‘ In Gheel 3,000 patients live 
under supervised family care.’’ In later years 
this number still increased so as to reach 3,750 in 


* Paper read at Specialist Meeting organized during International Congress on Mental Health by Association of 


Mental Health Workers. 
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August, 1939. Since the outbreak of the second 
world war however, the population of the colony 
went down rapidly, at the rate of 200 a year. But 
near the end of the war, in December, 1944, the 
number had risen again to 2,600 patients. From 
an inquiry, made in 1945, about the status of similar 
institutions in France and Holland we gathered 
that they had also lost about one-third of their 
patients. 

As yet the fate of family care in Germany and other 
states of Central Europe is still unknown, but we 
can safely assume that losses there have been even 
more severe. 

It has been demonstrated, as one might expect, 
that war conditions are most unfavourable to family 
treatment. The manner in which war events 
affect the living conditions of a Colony for mental 
— is evident from our own experience in 

eel. 


The effects of War Events and Military Operations 


When the Germans invaded Belgium, in May, 
1940, about one-half of the inhabitants of the town 
of Gheel fled for safety. Some families took their 
patients with them to various parts of the country. 
Some went even as far as Southern France, where 
they stayed as refugees for several weeks or months. 
Others, before their flight, brought their patients 
to the Central Hospital. For some time this 
hospital was heavily overcrowded, as it had to 
accommodate more than 1,000 patients, whereas 
its normal capacity is only 200. 

No outstanding events occurred in 1941 and 1942, 
but later on, in September, 1943, the larger part 
of the Hospital was taken by German S.S. troops, 
who stayed in it for a whole year. Most of the 
patients had to be moved to smaller quarters in 
the town, or to ‘‘ closed ’’ institutions elsewhere. 
In September, 1944, the town of Gheel, which is 
situated near the Albert Canal, occupied a strategic 
position. A battle went on for more than two 
weeks between British and Germans. There was 
shelling and street fighting for several days. As a 
result of this, 140 civilians were killed, amongst 
whom were 35 patients. Some 200 foster-homes 
were destroyed and several hundred damaged. 
The Central Hospital itself suffered. considerable 
damage, equally the Church of St. Dymphna and 
her annexe ‘‘the sickroom’’ which was com- 
pletely wrecked. From the standpoint of tradition 
and history, this is to be regretted as a loss. 


The Effects of unfavourable Conditions accompanying 
war 


These conditions can be summarized as follows; 
the shortage of all necessaries, such as food, clothes 
and fuel, as well as various discomforts and hind- 
rances resulting from the state of war, furthermore 
the instability and insecurity in every respect. 

The consequences were even more important than 
those of war itself. From the beginning of the 
war the food was severely rationed. Official food 


rations were cut to 1,200 calories. Supplementary 
** black market food ’’ had to.be paid for at ten 
to twenty times its normal price. Fees to foster- 
families were not calculated to meet such enormous 
expenses. Therefore many families, unable to keep 
their patients any longer, .had to bring them back 
to the Central Hospital. From here they were 
forwarded to the ‘‘ closed ’’ institutions. 

The lack of fuel was particularly severe in the 
cold winters of 1941 and 1942. It had a cumulative 
effect, together with the food shortage, so as to 
produce a high rate of bodily disease and an 
increased death rate. This went up to 10 per cent. 
instead of 4 per cent. as it is normally. 

The frequency of infectious diseases as a result of 
under-nourishment and cold was noted, especially 
tuberculosis. In normal conditions this disease 
is comparatively rare amongst our patients as they 
live in the open air and are provided with plenty of 
healthy food. 

Some twenty cases of hunger oedema were 
observed; most of them had a fatal issue. 

In the struggle against starvation, many patients 
had to be moved from the central part of the town 
to the more distant farmhouses. Here accommoda- 
tion was less comfortable, but food supplies less 
critical. The effect of this shifting is still noticeable 
now, as there are comparatively more patients to 
be found on the outskirts, than in the town itself. 

For the farmer families, producing their own food, 
it was of course less difficult to keep their patients, 
when other classes of society had to dismiss them. 
Another reason for this was their ability to make a 
better use of the patient’s handy work. In this 
period of hardship the farmer class has been 
indeed the backbone of the institution. 

In a densely populated Colony, fast and easy 
communication between the foster-homes and the 
Central Hospital is essential. Our service of motor 
ambulances, worn out and lacking fuel, had to 
be cut out. It was replaced by a horse and carriage, 
as used some fifty years ago ! 

A shortage of accommodation in the foster- 
homes was experienced, because of the influx 
of refugees, as well as an increase in the local 
population. This was aggravated by war destruc- 
tion and the housing problem continues to remain 
unsolved. The emotional stress of war events, 
the feeling of insecurity, the restriction of liberty, 
the new regulations of all sorts imposed by war, 
were other handicaps. Affecting the foster-families, 
as well as the patients, they were a common cause 
of maladjustments on both sides, producing as a 
final result the dismissal of the patient. 


Our Present Problems 


Since the end of the war the population of Gheel 
Colony has remained unchanged, about 2,600. 
The downward movement of wartime has come to 
a standstill, but as yet there is no progress. The 
rate of admission of new patients, which varied 
from 400 to 500 a year in normal conditions, is 



























markedly reduced. In the meantime the ‘* closed ”’ 
institutions in Belgium have regained more patients 
and they have thus largely made up for their war 
losses. As they are taking charge of about 23,000 
inmates, they show a definite tendency to over- 
crowding. Present conditions remain unfavourable 
to family care, chiefly because of economic 
difficulties. 


(a) Allowances for foster-families are insufficient 


Many families, especially those of the working 
class, refuse to keep patients, because the fees are 
too low to meet the expenses. Allowances for an 
ordinary patient now vary from 13.50 francs to 
20 francsaday. The difference depends on whether 
he is able to do some work, or not, or whether ‘he 
requires any special attention. 

Fees have been doubled as compared with the 
pre-war period, but living expenses have increased 
much more. No official index-number of the cost 
of living is being issued as yet, but this can be safely 
estimated at four times its pre-war rate. As 
mentioned in a recent paper (La Libre Belgique, 
30 Juin, 1948) this number would now be 396, 
instead of 100 before the war. Some two years 
ago, the cost of maintenance of an ordinary normal 
person—a labourer for instance—or a domestic 
servant—was Officially stated to be 35 francs a day. 
This included only board and lodging, regardless 
of all other necessaries, such as clothing, etc., 
but since then prices have again gone up. Mean- 
while the families of Gheel are being asked to keep 
mental patients for half as much. This seems 
quite unreasonable and somehow or other the 
interests of both patients and their foster-families 
have been overlooked. We may assume that public 
authorities have been busy in attempting to solve 
other perhaps more urgent problems in this post- 
war period, e.g. the restoration of the pre-war 
rate of production, as well as the desire to satisfy 
the social needs and demands of the normal popu- 
lation. Still in any well organised society the 


welfare of the mentally ill should equally be kept ° 


in mind : the manner in which the sick are cared 
for is indeed to be taken as a measure of the degree 
of culture which prevails in that same community. 


(b) The rise of the standard of living of the 
Community as a whole 


In the last forty years the standard of living of 
the foster-families has been rising steadily, not so 
much because they have had boarders, but more so 
on account of the increase of wages. In comparison 
to this, the advantage of keeping patients has been 
getting smaller progressively. 

This is to be illustrated as follows: In 1910 an 
ordinary unskilled labourer was earning two francs 
a day. If at the same time he had two patients, 
at one franc a day for each, this meant doubling 
his income. Now this same labourer earns about 
100 francs a day. If he keeps two boarders, his 
income will be increased by only 40 francs, which 
is even less than half of his salary. So there is 
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considerably less advantage in keeping boarders 
than there was some forty years ago. Allowances. 
to foster-families should be reconsidered on this 
basis, while also taking into account that the 
patient, who is the guest in the home, equally 
partakes of the improvement of living conditions. 
of the family as a whole. 


(c) The lack of any regulation as regards the distribu- 
tion of the mentally ill 


Another difficulty with which we have to contend 
is the lack of any rule or regulation as regards the. 
proper distribution of the mentally ill among the 
various institutions throughout the country. Most 
mental hospitals in Belgium are private and they 
are run by religious orders. Patients are admitted 
directly, without any previous observation or 
sorting in a general hospital. As a consequence 
therefore, many quiet and peaceful invalids remain 
confined, instead of being sent to the Colony. 
Private interests seem too often to predominate. 
This consists in keeping the ‘‘ good ’’ patients, 
which means those, who are able to undertake 
some work constituting a profit to the institution. 

The interest of the patient should be the only 
guide in choosing the place where he is to be sent. 
Therefore it has been suggested that they should 
be sorted beforehand. It is convenient to do this 
sorting in the psychiatric services connected with 
general hospitals, such as already exist in Brussels 
and in Antwerp. Such sorting centres should also 
be created in the other larger cities. 

These are the main problems, which are our 
share in this post-war period. We are convinced 
that they will be solved, as conditions gradually 
become more normal. 

In this respect a hopeful event has been the recent 
transfer to the Department of Health of everything 
connected with the mentally ill. By a curious 
anachronism, mental patients had stayed until 
then under the supervision of the Department of 
Justice, together with delinquents and vagrants. 
This change, which took place on January Ist of 
this year is indeed to be considered as an advance 
and a result of a movement which has steadily 
gained ground in Belgium in the last fifty years. 

More freedom is advocated for the mentally ill 
and also their assimilation to the ordinary hospital 
patient. This implies a revision of the law on 
lunacy, as well as simplifying the legal procedure 
of certifying the patient, and restricting this pro- 
cedure to those cases, where it can not be avoided. 


Are Traditional Standards of Family Ethics losing 
their value? 


A final point remains to be discussed briefly. 
This concerns the psychological or rather the moral 
aspect of family care. To be performed successfully, 
such work requires a special environment, a parti- 
cular atmosphere, in which a high ethical standard 
should predominate. On the part of the foster- 
families the desire to assist, the willingness to deal 
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with other peoples’ misfortunes, the acceptance of 
some inconvenience or some discomfort on behalf 
of the patient, are important requirements. Toler- 
ance is needed, also patience and understanding; 
in other words, the spirit of charity is essential. 

In Gheel this spirit is an inheritance of the 
middle ages; it is backed by an old tradition, 
based on religious belief. This is embodied by the 
Church of St. Dymphna and her annexe ‘“‘ the 
sick room’’. Unfortunately, both of these were 
badly wrecked, the latter even being completely 
destroyed. Are these ruins to be taken as a symbol 
of an old belief, which is disintegrating? It has 
been argued that tradition is weakening, that the 
patriarchal spirit is fading, that family ties are 
loosening—that modern man is less concerned with 
ethical or spiritual values than with his own material 
interest, and that the idea of ‘‘ serving ’’ others has 
lost its value. If so, the time might come when the 
people of Gheel would stop their humane work. 


As stated in one of the preparatory bulletins of 
this Congress, ‘‘ the breakdown of family ties and 
standards is a common observation in many 
nations ’’. It should be no surprise, indeed, that 
the present Congress has made this phenomenon 
a topic for study and discussion. 

Even in a country town like Gheel, the signs of 
regression should not be overlooked, especially 
since the war, although they are undoubtedly less 
marked than in the larger towns and cities. If 
this moral impairment is to spread further and to 
affect still larger numbers, it may of course become 
a serious, and probably also, the only menace to 
the future of this institution. But in the meantime 
the work is being carried on with the aid of those 
families, which have remained loyal and are main- 
taining rigid standards of ethics. It is our good 
fortune to be able to declare that there are still 
living in Gheel many families of this type; so that 
as yet there seems to be no reason to despair. 





AN AMERICAN EXPERIENCE OF FAMILY CARE 


** When family care of mental patients is being 
considered, one is apt to think of it in terms of 
costs and of benefits to the patients. But families 
with whom these patients have been placed feel that 
they also profit by the presence of the patient. 
Cash is often scarce in a rural home even though 
food is abundant and physical comforts are present. 
The regular income from the patient’s board has 
enabled the farmer to make certain improvements 
in his home or on his farm, or it has helped in 
keeping up interest or in paying off mortgages. It 
has given the middle-aged housewife a certain 
altruistic satisfaction as well as a paying occupation 
which utilizes her domestic skills and ability to deal 
with people. Such values as these to the caretaker 
cannot be estimated, but they should not be over- 
looked in considering the advantages of family 
care for mental patients. 


Pamphlet on ‘* Family Care of the ey i ee 


** As in the treatment of physical diseases the 
curative value of such natural remedies as sunshine, 
fresh air and a wholesome diet is realized and 
utilized, so in the realm of mental illness, the whole- 
some family life provided for the patient when he is 
placed in family care is a similar utilization of 
natural health resources. It seems to offer the 
patient a situation in which he can function com- 
fortably and meet the demands of community life 
to whatever extent he is able. Perhaps in the use 
of this natural social unit in the care and treatment 
of mental illness, may be found the solution to the 
problem of ever-increasing building. requirements 
and, at the same time, material for the more 
thorough understanding of the social and psycho- 
logical implications of mental illness.’’ 


HELEN B: CRUTCHER 


Published by New York State Committee on Mental Hygiene, 


0 East 22nd Street, New York 10. 
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Northern Ireland’s Mental Health Act 


The Mental Health Act (Northern Ireland)—which 
has just received the Royal Assent—treflects a state 
of public opinion well in advance of that which has 
so far received legislative embodiment in this 
country, and is of special interest in that it surely 
outlines the shape of things to come. 

The Act deals both with mental illness and mental 
deficiency and is strikingly uncomplicated in its 
provisions. It is, to quote from the Explanatory 
Memorandum: 


ee 


. a health measure, and the predomin- 
ant considerations are the promotion of 
mental health and the proper treatment and 
care of the persons who need_the aid the 
Bill is designed to provide.”’ 


Part II, concerned with ‘‘ Mental [Illness ”’, 
re-enacts the principal provisions of the Mental 
Treatment Act (Northern Ireland), 1932, modelled 
on the British Act of 1930, but there is one almost 
revolutionary innovation to which attention should 
be drawn. Previously there were recognized three 
classes of mental patients—voluntary, temporary 
and certified. These categories remain, but the 
meaning attached to them is very different. In 
future all patients in need of mental treatment 
{other than ‘‘ voluntary ”’ patients) will be admitted 
to Mental Hospitals without certification, as ‘* tem- 
porary ’’ patients. Only one medical certificate 
will be necessary and treatment in such temporary 
capacity may continue for a period up to two years, 
or slightly longer in certain circumstances. At 
the same time, power of detention is given. At any 
time during the period of treatment, if the medical 
superintendent considers that recovery is improb- 
able, it is his duty to inform the relatives to that 
effect. Unless they plan to provide some other 


means of care, they must then present a petition ° 


for the patient’s certification; if they do not do so, 
such a petition will be presented by a duly authorized 
officer of the Authority. 

In Part III, dealing with Mental Deficiency (under 
the heading ‘« Arrested or Incomplete Development 
of Mind ”’), the new concepts find equal recogni- 
tion. It is noted in the preamble that Northern 
Ireland is 35 years behind Great Britain in having 
hitherto made no special provision of any kind for 
mental defectives, but—in theory at least—the Act 
now gives her a front line place: 

In accordance with the recommendations of the 
Mental Health Services Advisory Committee which 
issued its report in September, 1946, considerable 
divergence is made in the Act from the provisions 
of our own Mental Deficiency Acts, particularly in 
the following directions :— 


(1) The terms ‘“‘ feeble-minded ”’, ‘‘ imbecile ”’ 


and ‘“‘ idiot ’’—as well as the generic term ‘‘ mentally 


defective ’’—are replaced by the expression ‘‘ person 
requiring special care ’’ defined as 


** A person who has in accordance with the 
provisions of this Act been ascertained to be 
suffering from arrested or incomplete 
development of mind (whether arising from 
inherent causes or induced by disease or 
injury) which renders him socially inefficient 
to such an extent that he requires super- 
vision, training or control in his own interests 
or in the public interest.”’ 


The term ‘‘ socially inefficient ’’ is further eluci- 
dated (using some of the terms of our own Acts) as 


_ including a mental condition rendering the persons - 


concerned to be (a) unable to guard themselves 
against common physical dangers, or (6) incapable 
of managing themselves or their affairs, or, being 
children, of being taught to do so, (c) children 
reported as being incapable of receiving education 
at school or (d) in need of care, supervision and 
control for the protection of others. 


(2) Provision is made for the voluntary admission 
of defectives to institutional care, and it is intended 
as with mental patients, that certification involving 
judicial orders, shall be used only when there is 
opposition on the part of the parents or of the 
defective himself (if over 21), and in cases of defec- 
tives found neglected, abandoned or cruelly treated 
or charged with an offence. At the same time, 
power of detention is given in all cases. 


(3) In the case of defectives in institutions by 
voluntary consent, the initial period of care’ will 
expire at the end of one year but may be ended at 
any time on giving 14 days’ notice to the Authority. 
If it is considered that such withdrawal would not 
be desirable, the Authority may then, if necessary, 
apply for a judicial order. (Only one medical 
certificate is required for this.) 


(4) In accordance with the emphasis laid through- 
out the Act on voluntary care, there is a provision 
whereby any person over the age of 16 who “is 
of opinion that he stands in need of special care ”’ 
may present himself for examination. If under the 
age of 21, the receipt of such application must be 
notified by the Authority to the parent or guardian. 


(5) The duty of notifying defectives to the Author- 
ity is laid not only upon local education authorities 
and health authorities, but also upon medical 
practitioners. 

Further, local education authorities are required 
to notify to the Authority, all school-leavers who 
have received special educational treatment, making 
special reference to those likely to need institution 
or guardianship. 
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The types of care included in the Act—Institution, 
Guardianship and Supervision—are of the familiar 
pattern, but the provision of suitable training or 
occupation in the case of the last two categories, 
is permissive only—a divergence from our own Act 
of 1927, to be regretted but due no doubt to the 
lack of the necessary personnel, premises and other 
facilities inevitable in a country introducing such 
legislation for the first time. 

Finally, it should be noted that the Authority 
under both parts of the Bill is the Northern Ireland 
Hospitals Authority upon whom is laid the 
responsibility of 


** providing or securing the provision of, 
services designed to maintain and improve 
the mental health of the people of Northern 
Treland.’’ 


The functions of Local Health Authorities in the 
scheme are limited to the notification of persons in 
need of special care and they will not be required to 
appoint Mental Health Officers of their own. 
Provision is, however, made for the use of any 
Services or Officers provided by them on an agency 
basis if this is found to be expedient. 


Correspondence on this subject is invited—Eptror. 


News and Notes 


Dr. Kenneth Soddy 


The National Association for Mental Health announces 
with great regret the resignation of Dr. Kenneth Soddy— 
who has been its Medical Director since the beginning 
of 1946—on his appointment as Assistant Physician 
in the Department of Psychological Medicine, University 
College Hospital. 

As the first Medical Director of the three amalgamated 
bodies constituting the National Association, Dr. Soddy 
has given invaluable service in making its work known 
throughout the country and in establishing contacts 
with Government Departments, Local Authorities and 
professional groups. His lectures to audiences of 
varied types—professional and lay—have been received 
with much appreciation and their success has demon- 
strated how eagerly authoritative information on Mental 
Health subjects is sought. 

Dr. Soddy’s interest in Child Guidance is well known, 
and it is a matter for satisfaction that his appointment 
by the North-Western Metropolitan Regional Hospital 
Board as Psychiatrist to the Child Guidance Training 
Centre, ensures the continuance of his close connection 
with its work. We are also very glad to be able to record 
that he hopes to keep in touch with the National Associa- 
tion and will be ready to help in a voluntary capacity 
when the opportunity arises. 

We know that the readers of this journal will join with 
us, and with the many friends he has made during his 
term of office with the Association, in wishing him every 
success in his new work. 

We would add, as another news item of particular 
interest to our readers, that Dr. Roger Tredgold, the 
journal’s Editor, has also been given an appointment at 
University College Hospital, as Assistant Physician 
in the Department of Psychological Medicine. 


Other Recent Appointments 


Professor D. R. MacCalman 

Professor MacCalman is leaving Aberdeen, where 
he has held the chair of Mental Health for the last two 
years, to take up an appointment as Nuffield Professor 
of Psychiatry at Leeds University. Dr. MacCalman 
was at one time general secretary of the Child Guidance 
Council, and was the first medical director of the Notre 
Dame Child Guidance Clinic, Glasgow. 


Dr. Kathleen B. Cobb 


A Fellowship in Paediatric Psychiatric at the Colorado 
Psychopathic Hospital (University of Colorado) has been 
awarded to Dr. Kathleen Cobb for one year from 
July Ist, 1948. Dr. Cobb, who in 1941 was awarded a 
Fellowship in Child Psychiatry by the Child Guidance 
Council in Britain, spent the year 1946-7 in the United 
States with a Girton Scholarship and a grant from the 
American Medical Research Council for Psychiatric 
Studies. Additional financial help provided by the 
Commonwealth Fund through the American National 
Committee for Mental Hygiene in August, 1947, enabled 
her to spend another three months at psychiatric centres 
in the West and Middle-West. 


Obituary 
Colonel Jacob Waley Cohen 

We have to record with deep regret the death on 
July 21st of Colonel Jacob Waley Cohen, C.M.G., 
C.B.E., D.S.O., who was one of the original members 
of the late National Council for Mental Hygiene. 
During the whole period of its existence, he served as a 
member of Committee and throughout maintained a 
keen interest in its work. Despite the many calls upon 
his time owing to the large amount of other public 
work which he undertook, he could always be relied 
upon for help and advice, and his loss will be deeply felt. 
The Association offers its sincere sympathy to his relatives 
and friends in their bereavement. 


Courses and Lectures organized by the National Association 
for Mental Health 


For Workers in Occupation Centres and ‘* School” 
Departments of Institutions 

The 1948-9 Training Course begins on September 7th. 
The number of students so far enrolled still leaves 
vacancies, and later applications can be considered. 
In view of the increasing demand for Supervisors for 
Occupation Centres due to the fact that in their plans 
for carrying out their duties under new Mental 
Health Service many Local Health Authorities include 
the development of existing Centres or the opening of 
new ones, it is urgent to increase the supply of trained 
personnel and the Association is making every effort 
to secure further recruits. Particulars of the Course 
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(which lasts one year) will gladly be supplied by the 
Education Secretary, 39 Queen Anne Street, W.1. 

A Refresher Course,is being held by the Association 
from August 28th to September 4th, 1948, at the Danes- 
hill Training College, near Retford. An unexpectedly 
large number of students have enrolled although the 
Course was arranged at short notice due to the un- 
expected offer of accommodation. 


For Staffs of Children’s Homes 


At the request of the Home Office a Refresher Course 
for Workers in Children’s Homes is being held in 
London from October 4th to 29th, 1948. The general 
subject of the Course is ‘* The Care of Deprived Chil- 
dren ’’ and in addition to lectures, there will be ample 
opportunitity for discussion both in Groups and by 
individual students with the tutor and lecturers. Visits 
of Observation will include a Children’s Hospital, 
Child Guidance Clinic, and the Juvenile Department 
of an Employment Exchange. 


For Transferred Relieving Officers 


The second of these Courses, held in London, ended 
on May 28th and the report of the Tutor (Miss M. K. 
Sykes) refers to the keenness of the students in absorbing 
new knowledge and particularly in coming into touch 
with what was described by them as ‘‘ the new approach ”’ 
to Mental Health problems. The fact that the majority 
of the students had already been appointed as duly 
Authorized Officers and were not therefore in a state of 
anxiety as to their future, contributed appreciably to the 
success of the Course and a particularly happy atmo- 
sphere prevailed throughout, despite an overcrowded 
lecture room due to delay in structural alterations at 
the Child Guidance Training Centre’s premises in 
Osnaburgh Street, where the lectures were given. 

The Third Course, held in Liverpool in conjunction 
with the Extra-Mural Department of the University 
which took a large share of responsibility including the 
provision of premises—ended on June 25th. The 
number of students, owing to unforeseen contingencies, 
was small but this was possibly a factor which contri- 
buted to the success of the Course and the friendly 
atmosphere noted by the Tutor (Miss V. M. Voller). 

It is hoped to hold a Fourth Course in the late autumn 
—probably in London. 


Public Lectures 


The National Association is arranging to hold courses 
of Eight Weekly Lecture-Discussions at Bournemouth 
and Hastings next autumn on the main theme of ‘‘ Frus- 
tration and Fulfilment in Adult Life ’’. The Bourne- 
mouth course, which is being organized in conjunction 
with the Bournemouth Association for Mental Health, 
will commence on October 20th, at 7.45 p.m., and 
continue on successive Wednesdays, ending December 
8th. The Hastings course will be run on successive 
Thursdays, at 7.30 p.m., commencing October 21st. 
The titles of the lectures are as follows: 


Understanding Human Nature. 

The Unmarried Woman. 

The Married Woman. 

The Married and Unmarried Man. 
The Family Unit. 

Frustration and Fulfilment in Work. 
Growing Old Gracefully. 

Freedom, Discipline and Responsibility. 
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The speakers will include: Dr. Mary Capes, Dr. 
H. V. Dicks, Dr. Isaac Frost, Dr. J. A. Hadfield, Dr. 
Laura Hutton, Dr. Nora Johns, Dr. Alan Maberly, 
David Mace, Esq., M.A., B.Sc., Ph.D., Dr. Doris 
Odlum, and Dr. R. F. Tredgold. 

Tickets for the Course, £1 each, and copies of the 
printed syllabus may be obtained on application to the 
Secretary, Public Relations Department, Maurice Craig 
House, 39 Queen Anne Street, London, W.1. Single 
tickets (as far as accommodation permits), 3s. 6d. each, 
will be available at the Hall before each lecture. 

The University College of Hull (Department of Adult 
Education), in conjunction with the National Association 
for Mental Health, will be holding a course of Ten 
Weekly Lecture-Discussions at University College, 
Cottingham Road, Hull, on successive Wednesdays, at 
7.30 p.m., commencing October 6th. The main theme 
of the course is ‘‘ The Family and Problems of Mental 
Health and Happiness’’. The title of the lectures 
are as follows : 


1. The emotional development of the child during 
the Nursery Years. 

Adjustment in School Life. 

Sexual Difficulties in Adolescence. 

Helping your child to choose a career. 
Happiness in Work. 

The Psychology of the use of Leisure. 

Ideals and Reality in, Marriage. 

What the Wife can contribute to Marriage. 
What the Husband can contribute to Marriage. 
. The Contribution of Age to Youth. 


The speakers will include: Dr. Jean Biggar, Dr. H. 
Edelston, Dr. Isaac Frost, C. H. Jackson, Esq., M.A., 
Ph.D., W. S. Porteous, M.A., B.Ed., Joan Wynn-Reeves, 
Ph.D., Dr. Winifred Rushforth, Dr. J. H. Sheldon, 
Dr. Kennetl Soddy, and G. Westby, Esq., M.A. 

In response to requests, a course of Ten Lectures on 
The Individual and his Emotions, held at Hull in 1947, 
will be repeated at York, on Tuesdays, at 7.30 p.m., 
from October 5th, under the auspices of the Extra- 
Mural Department, Hull University, in conjunction 
with York Educational Settlement and the National 
Association for Mental Health. The syllabus is as 
follows: 


1. The Baby. 
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Dr. Mary Burbury. 
2. The Toddler. ” ” 

3. The Nursery Years. ie os 
4 


The Parents’ 
Contribution. 


5. The Middle Years 
of Childhood. 


6. Adolescence. 
7. The Adult and the 


Dr. Irene Turgel, M.D. 


Edna Johns, B:A., Dip.Ed. 
Dr. J. Valentine. 


Community. G. Westby, Esq., M.A. 
8. Marriage Rev. H. Guntrip, B.A., B.D. 
9. Celibacy. Dr. H. Edelston. 
10. Old Age and our 
Society. Dr. J. W. Affleck. 


In conjunction with the Workers’ Educational Associa- 
tion, arrangements are being made to hold a series of 
eight lectures, under the general heading of ‘* The art 
of Living’’, at Reading on successive Thursdays, 
beginning October 7th and ending November 25th, and 
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the Windsor Mental Health Association are planning 
a series of four public lectures on Tuesdays in October. 

Further particulars of the above courses, and copies 
of the syllabus may be obtained from the Public Relations 
Dept., N.A.M.H., 39 Queen Anne Street, London, W.1. 

The Birmingham and Midland Branch of the National 
Association for Mental Health will be holding a course 
of six lectures on ‘‘ The Adolescent and the Modern 
World ’’ on Wednesdays, at 6 p.m., commencing 
October 13th, 1948. The subjects to be discussed are 
as follows: 


1. Youth in Industry. 

Youth on the Land. 

Vocational Guidance. 

Student Health and Selection. 

Youth and Leisure. 

What Youth can contribute to the Community. 
The speakers will include: Dr. R. H. Bolton, Dr. 

F. M. Earle, A. T. Flynn, Esq., Miss I. E. P. Menzies, 

M.A., and T. W. Rumsby, M.A. Further particulars 

may be’ had on application to the Hon. Secretary, T. 

ieee a Esq., 29a Fredeiick Road, Edgbaston, 

Birmingham 1 


AWRWN 


National Assistance Act, 1948 


Now that this Act has come into operation, parents 
of mentally defective or other seriously handicapped 
boys and girls over 16 who are unemployable, are 
entitled to receive an allowance in respect of them without 
reference to the income of the family as a whole. It 
may be remembered that during the Committee on the 
Bill, the Minister of National Insurance in a discussion 
on Clause 7 (Aggregation of Requirements and 
Resources) said: 


** So far as those who are crippled or mentally 
defective are concerned, the view we have taken is 
that we should not impose any income limit or say 
that where an income is beyond that limit, it is the 
parents’ duty to keep this poor child.’’ 


This is good news for many parents struggling with 
economic difficulties occasioned by the presence in the 
family of someone too handicapped to be able to earn, 
but it will necessitate—in the cases where the handicap 
is due to mental deficiency—close co-operation between 
the Officers of the National Assistance Board and the 
Local Health Authority if the most effective use is to be 
made of the provision—particularly as normally grants 
of the kind will be made as a matter of routine, through 
the Post Office. 

We understand that the Board is fully aware of 
this necessity and that it is also alive to the dangers 
inherent in making more or less. permanent money 
grants to mentally handicapped persons who are sub- 
normal in intelligence (though not certifiably defective) 
or who are psychoneurotic or of the mentally unstable 
type. Every effort, we are assured, will be made to see 
that the importance of attempts at rehabilitation is borne 
in mind by the Board’s Officers in dealing with such 
cases, and close co-operation with Disablement Resettle- 
ment Officers is contemplated. 

Under the new Act (Section 22), for all residential 
accommodation provided by Local Authorities,—e.g. 
for persons who are aged or infirm though not suffering 
from ‘‘ illness *°—a charge of One Guinea per week 
must be made. Where the total weekly income of the 
person concerned is less than 26s., application must be 


made to the National Assistance Board for this amount 
plus 5s. a week allowed for personal requirements. 
Payment will be arranged direct to the applicant, usually 
through the Post Office. This provision also applies 
to persons placed by Local Authorities in Homes run 
by Voluntary Organizations, but does not affect arrange- 
ments made under the National Health Service Act for 
treatment in hospitals. 

In a Circular of June 30th, issued to Local Authorities 
by the Assistance Board, on the subject of ‘‘ Reception 
Centres for Persons without a Settled Way of Living,”’ 
it is stated that the Re-Establishment Centres provided 
for under Section 16 of the new Act, cannot be set up 
at the present time and before attempting to start them, 
the Board is of the opinion that further study is required 
on the extent of the need for such Centres and the type 
of rehabilitation which should be attempted in them. 
With the two existing voluntary Hostels for rehabilitating 
young wayfarers—at Norton Fitzwarren, Somerset, 
and at Ferryhill, Co. Durham, the Board has made 
arrangements for their receiving suitable cases. 


Mental Deficiency Administration 


A Circular (No. III/48), dated June 28th, has been 
issued by the Ministry of Health drawing the attention 
of Local Health Authorities to certain changes in the 
Revised Mental Deficiency Regulations now in force, 
most of which are consequential on amendments to the 
Mental Deficiency Acts made by the National Health 
Service Act. 

The Circular also instructs Authorities on the new 
procedure in connection with defectives ordered to be 
sent to Institutions now under the control of the Regional 
Hospital Boards. For the time being, they are informed, 
they should continue to apply direct for vacancies in 
the ; institutions formerly used by them, and only if they 
are unsuccessful should application be made to the 
Regional Hospital Board who will consider ‘* what 
arrangements can be made to facilitate the allocation 
of vacancies’’. For expenses of ‘‘ Place of Safety ”’ 
cases, the Boards will be responsible, and Authorities 
will receive from them a list of the places which may be 
used for this purpose. 

A further change to be noted is that Local Authorities 
will no longér be asked by the Board of Control for 
reports on the home circumstances of defectives in 
institutions when discharge is being considered, but 
where there is no social worker employed by the Institu- 
tion concerned, it is hoped that some satisfactory 
arrangement may be made for co-operation with Hospital 
Management Committees in connection with home visits. 

As treatment in all institutions covered by the term 
** hospital ’’ will now be given free of cost to the patient 
as part of the National Health Service, Local Authorities 
are precluded from calling upon parents or guardians 
to contribute towards the expense of maintaining 
defectives in institutions and Sections 13 and 14 of the 
Mental Deficiency Act, 1913, are repealed. It should 
be noted that the term ‘‘ Certified Institution ’’ is now 
— for places run for profit or with private (paying) 


For the expenses of defectives under Guardianship, 
the Local Authorities continue to be responsible. A 
new Regulation provides that such cases shall be visited 
at least once a year by a medical practitioner experienced 
in mental deficiency. Ordinary medical and dental 
services are arranged through the National Health 
Service. 

In connection with the notification to Local Authorities 
of defectives placed privately in single care, under 















Section 51 of the Mental Deficiency Act, 1913, it is satis- 
factory that the Board express the hope that Authorities 
will in future arrange for periodical visiting, although 
this is not a statutory obligation under the present law. 


Voluntary Associations for Mental Welfare 


A glance at the inside front cover of this issue will 
reveal one of the changes brought about by the 
“‘ appointed day ”’ on which the National Health Service 
Act came into force. But the absence of the names of 
many familiar Associations need not be taken to mean 
that the work which they have carried on for so many 
years has come to an end. 

In the majority of areas with the taking over by the 
Local Health Authority of the statutory work for 
defectives formerly entrusted to the Associations, 
provision has also been made for the continuance of the 
service they have always given in voluntary cases, e.g. 
mental defectives not ‘‘ subject to be dealt with’’ and 
mentally subnormal or unbalanced individuals not 
certifiable under any Act. With the wider powers given 
to statutory bodies under Section 28 of the National 
Health Service Act, no restriction need in future be 
placed in their developing this type of service. 

It is moreover satisfactory to know that the great 
majority of members of the staffs formerly employed by 
Local Associations has been transferred to the Health 
Authorities and that their experience and unique know- 
ledge of the Mental Health field will thus continue to 
be available. 

The assimilation of so many voluntary bodies cannot, 
however, take place without something of great value 
being lost to the community, and all the more it becomes 
important that the National Association develops its 
own regional activities so that new voluntary societies 
are formed not primarily with the object of helping 
individual cases, but in order to stimulate and educate 
public opinion so that the whole country may 
alive to the need for mental health services and that some 
intelligent grasp of their scope and purpose may be 
acquired. 


A Guide to the Mental Health Service 


The attention of our readers is drawn to a very useful 
booklet, ‘‘ Provisions relating to the Mental Health 
Services ’’ originally issued by the Ministry of Health 
for the use of Local Authorities and now made available 
through H.M. Stationery Office (price 9d.). 4 

It is designed “* to explain the, changes in the organiza- 
tion of the Mental Health Services and the effect of the 
amending provisions of the National Health Service Act 
upon the already complicated provisions of the Lunacy 
and Mental Treatment Acts and the Mental Deficiency 
Acts *’, 

The tortuous maze into which the provisions for the 
new Mental Health service have thrown pre-existing 
legislation is not-one which can be penetrated without 
the closest study and concentration. But no one 
.wishing henceforward to embark on such a journey 
should attempt it without this indispensable little guide. 


Handicapped Children. Some Statistics 

In Chapter VI of the Report of the Ministry of 
Education for 1947—the first issued since 1939—some 
interesting statistics are given dealing with handicapped 
pupils. 

The following figures relate to the three groups of 
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children which particularly concern workers in the mental 
health field: 





Percentages or 
Estimated No. per 1,000 Ascertained 
Numbers. _ Registered Numbers. 


Pupils. 
Epileptic 1,000 0-2 1,709 
Educationally 
Subnormal 500,000 10% 38,377 
Maladjusted 50,000 about 1% 5,795 


The reader is, however, cautioned against drawing 
inferences from these figures, as ascertainment rates 
vary so widely from area to area showing differences in 
standards adopted, as well as in the machinery used. 
The lack of adequate provision for certain types of 
handicap is also a factor in the thoroughness with which 
ascertainment is carried out. 

During 1946, additional accommodation was made 
available for 400 educationally subnormal children in 
five new Special Schools (one residential) and for 139 
maladjusted children in five new Schools (four residential). 
One new Boarding Home for 22 educationally sub- 
normal children and two new Homes for 50 maladjusted 
children, were also opened. 

As a result of a series of regional conferences held by 
Officers of the Ministry with groups of local education 
authorities, it is expected that adequate provision for all 
categories of handicapped children will, in future, be 
planned on a regional basis. The willingness of 
authorities to co-operate in this way with each other, 
is noted with satisfaction. 


For the Welfare of Epileptics 
Larks Hill Convalescent Home, Fairwarp 


This Home, in a beautiful part of Ashdown Forest, was 
opened by the National Association for Mental Health on 
March 31st, and up to the time of writing, bookings 
have been made for approximately 69 patients in parties 
of 9 at a time. : 

It was originally intended to take men and women in 
separate parties but force of circumstances led the 
Committee to agree to mix the sexes, and the arrangement 
has proved to be an exceptionally happy one. 

The Home is becoming known to hospitals all over 
England and Wales, although the large majority of 
patients have so far come from London and the Home 
Counties. The maximum stay is four weeks. The 
fees are £3 3s. a week, but these can be reduced if abso- 
lutely necessary, if it is quite impossible for this amount 
to be raised. i 

The patients received are all recovering from illnesses 
of various kinds. So far only three applications have 
had to be refused on grounds of (a) mental deficiency, 
(5) mental instability and (c) advanced pregnancy. 
Three patients have had to be returned home before the 
end of their stay, two because of aggressive and disturb- 
ing behaviour and one because of the development of 
acute and constant fits. 

Arrangements are being made to receive a few long- 
term patients during the winter months, and applications 
for these vacancies should be addressed to the Secretary, 
Homes and Hostels Department, N.A.M.H., 39 Queen 
Anne Street, London, W.1. 


A Birmingham Project for Epileptics 

An interesting new venture has been originated in 
Birmingham arising out of a letter to the local press on 
the need for a special Clinic for Epileptics, signed by 
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Miss Mona Thomas (a nurse and herself suffering from 
epilepsy), Mr. H. Halstead (Vocational Psychologist, 
All Saints’ Psychiatric Clinic, Birmingham), Mr. T. G. 
Rankin (Psychiatric Social Worker, N.A.M.H. Regional 
Office), and two industrial medical officers. In answer 
to this letter, 104 epileptics wrote of their difficulties and 
offered help, whilst other cases were notified by the 
Midland Nerve Hospital, and the Labour Exchange, 
resulting in a total of 300 names. 

The aim of the proposed Clinic is social adjustment 
through individual treatment and careful pedro sssare of 
each patient’s fitness for employment in factories, in 
sheltered industry or at home. Cases are being in- 
vestigated by Miss Mona Thomas herself and by the 
National Association’s Regional social workers, and 
when necessary arrangements are made for examination 
at All Saints’ Clinic by a psychiatrist and a vocational 
psychologist. 

Meanwhile other preliminary steps have been taken. 
The Regional Hospitals Board have been approached 
with the request that they should sponsor a special 
clinic for epileptics. The Warwickshire Agricultural 
Committee has agreed to employ suitable epileptics 
for harvesting and have been supplied with 22 names. 
Lastly, by special request of the patients themselves, a 
project is in hand for the opening of a Club on the 
premises of All Saints’ Clinic. 

This is a striking example of the part which can be 
played by voluntary enterprise in promoting services 
for the welfare of handicapped members of the 
community. 


Letchworth Mental Health Discussion Group 


A group of people who had attended several courses 
of lectures on psychology felt the need for further study 
and formed a discussion group whose aims are ‘‘ The 
promotion of mental health through the dissemination 
of knowledge and the extension of preventive and curative 
social services ”’ 

The members are county councillors, teachers in 
nursery, elementary and progressive schools, parents, 
and social workers, all of whom are actively engaged in 
matching theory to practice. 

Up to date there have been four monthly meetings, 
and new ideas for future discussions, activities and pro- 
jects arise spontaneously in the easy informal atmosphere 
of the nursery school where meetings are held, so different 
from that of the lecture hall. The membership is 25 
with an average attendance of 17. 

At the .first meeting, Miss. McCall, the Regional 
Psychiatric Social Worker, spoke about the International 
Congress on Mental Heaith, and a plan was drawn up 
to study various aspects of The Family in relation to 
the Community ”’. 

Subsequent meetings have dealt with : 

(a) Some research work by a group of psychiatric 
social workers into their own reactions and experi- 
ences on becoming mothers themselves. 

(6) A study and analysis of a county council survey 
on the need and desire for nursery schools in 
Letchworth. 

(c) A talk by Mr. P. A. Barons on his work with 
difficult evacuees and delinquent boys, in associa- 
tion with David Wills of the ‘*‘ Barns Experiment ”’. 

The matron of a mental hospital will lead the next 
discussion on “* The Psychological Effects of Hospitaliza- 
tion, Medical and Dental Treatment, etc. in Infancy 
and Childhood ”’ and the following points are suggested 
for research during the summer holidays : 


— 
. 


Preparation of patient by parent, doctor and/or 
nurse. 

Child’s reactions to hospital, staff, etc. 
Parent’s reactions to child’s illness; influence 
on child of parent’s attitude. 

Awareness on the part of hospital staff, etc., 
of emotional needs of child and parent. 
Instances where the psychological implications 
were understood and suggestions as to what 
might be done. 
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Regional Hospital Boards 


The following is a complete list of the present addresses 
of Regional Hospital Boards throughout the country, 
which may be found useful for reference : 


Region Address 
Newcastle (Area 1) ** Dunira’’, Osborne Road, 
Newcastle-on-Tyne. 
Leeds (Area 2) 29-31 Eastgate, Leeds. 
Sheffield (Area 3) Fulwood House, Old Ful- 
wood Road, Sheffield. 
East Anglian (Area 4) ye — Road, Cam- 
ridge. 
North-West Metropolitan 
(Area 5) 
North-East Metropolitan 
(Area 6) 
South-East Metropolitan 11a Portland Place, W.1. 
(Area 7) 
South-West Metropolitan 
Area 8 


¢ 
Oxford (Area 9) 43 Banbury Road, Oxford. 
South-Western (Area 10) 6 Elton Road, Bristol 8. 


Wales (Area 11) Westminster House (2nd 
Floor), 95-97 St. Mary’s 
Street, Cardiff. 

Birmingham (Area 12) 10 Augustus Road, Edgbas- 


Birmingham. 
Manchester (Area 13) a... 6, 3rd Floor, Sunlight 

House, Quay Street, Man- 

chester 3. 

Alder Hey Hospital, Eaton 

Road, Liverpool 12. 

A list of the districts comprising each Area is given 
in the National Health Service (Determination of 
Regional Hospital Areas) Order, which may be obtained 
from H.M. Stationery Office, Kingsway, London, 
W.C.2, price 3d. post free. (Reference: Statutory 
Rules ‘and Orders, 1946, No. 2158.) 


Liverpool (Area 14) 


The National Mental Health Act, U.S.A., 1946 


The purpose of this Act—which is an amendment of a 
general Act covering a National Public Health Service— 
is: 

‘** the improvement of the mental health of the 
people of the United States through the conducting 
of researches, investigations, experiments and 
demonstrations relating to the cause, diagnosis 
and treatment of psychiatric disorders.”’ 


The Act provides for the establishment of a National 
Research Institute in the vicinity of Washington, which 
will be comprehensive in scope and in personnel, and on 
which an expenditure of approximately £2,000,000 has 
been authorized. 

In addition to this central research project, the Act 
authorizes federal grants to individual States, and ‘each 
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State has been invited to submit a plan for Mental 
Health activities for which money is required. Grants 
will also be made to individuals, colleges or hospitals 
for research projects and for training of personnel. 

The majority of States have now applied for grants 
and the Federal Government is prepared to give every 
help in assisting them to carry out their programmes. 
There is, however, no power by which a State can be 
compelled to take advantage of the provisions of the 
Act or to initiate any particular reform. The scope 
and nature of the projects decided upon is entirely a 
matter for the State itself to decide. There is, therefore, 
wide scope for the operation of voluntary effort in 
educating public opinion and in stimulating new enter- 
prise. 

The American National Committee for Mental 
Hygiene has not been slow in taking advantage of the 
opportunities opened up to it in this direction. For 
the last two years it has conducted an experiment in 
vocational re-training of patients discharged from 
mental hospitals, in order that the practical routine may 
be available to all the States operating the new Act. 
In addition, the Committee is conducting an investiga- 
tion in a number of States for the purpose of evaluating 
the work carried out by them, as a guide for the formula- 
tion of future programmes. 

We hope to give further news of developments resulting 
from the new Act in a later issue. 


N.A.M.H. Homes 


The Hill Nursery, Westerham 


This Nursery for maladjusted children, lately moved 
from Pewsey, Wilts, has been temporarily closed, owing 
to technical difficulties in the way of its continued recogni- 
tion by the Ministry of Education as a ‘* Boarding 
Home ”’. 

The future of the Nursery is under discussion at the 
time of writing, but it is hoped that it may be re-organized 
and re-opened at a later date, in view of the useful 
experimental work achieved in it, and the undoubted 
demand for its services. 


St. Paul’s House, St. Leonards-on-Sea 


During the war years St. Paul’s House was one of the 
Emergency Homes for mentally defective children for 
which the Association made itself responsible. 

It has now received the approval of the Minister of 
Health as an Approved Home for 35 trainable mental 
defectives (14 boys and 21 girls) under the age of 16. 

Cases are received from any area at a charge of two 
and a half guineas per week, and although at present 
the Home is full, applications for the waiting-list can be 
considered. These should be addressed to the Secretary, 
Homes and Hostels Department, N.A.M.H., 39 Queen 
Anne Street, London, W.1. 


Joint Committee for the Study of the Cinema 


The National Association for Mental Health has 
recently formed with the British Film Academy a Joint 
Committee for the study of the Cinema. It includes also 
representatives of British Documentary, the National 
Association of Girls’ Clubs and Mixed Clubs, Film 
Exhibitors, and various technical experts serving in a 
private capacity. The work of the Committee is at 
present of an exploratory nature. An enquiry has been 
made concerning research which is being done on the 
psychological effect of films on children under 16, and 
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a memorandum containing recommendations on_ the 
subject has been drawn up and submitted to the Com- 
mittee on Children and the Cinema, appointed by the 
Home Secretary, the Secretary of State for Scotland 
and the Ministry of Education. 

The Committee also has under consideration the 
publication of a book with contributions by experts, 
on the psychological aspects of the cinema. 

The National Association’s Film Visiting Sub- 
Committee, many of whose members also serve on the 
Joint Committee, will continue in being, but its activities 
will be confined to viewing and reporting on films, 
especially on those with a predominantly psychological 
interest. 


Travels Abroad 


The Editor recently was able to visit North Italy and 
Hungary, where he was invited to speak in Venice, Verona 
and Budapest, on Industrial Rehabilitation—dealing 
mainly with the psychological aspect. The interest in 
this subject in both countries was very real, and the 
audiences which included doctors from various industries 
and ministries showed great interest in the preventive 
and social aspects of industrial medicine. It was perhaps 
noteworthy (if hardly surprising to those experienced in 
group behaviour) to find the most exacting and profitable 
discussion arise in the smallest and most informal 
audience, consisting of a group of young doctors and 
girl students in Verona; but the requests from 
larger audiences for more information showed a desire 
to keep in touch with the progress of British medicine. 


London University Extension Courses 


The University of London offers to part-time adult 
students an opportunity to qualify for an Extension 
Diploma in Social Studies by attending courses of evening 
lectures and classes. These courses are held at a 
number of different centres in London and the Home 
Counties. The subjects prescribed for the Diploma 
are: 

Social Structure and Social Conditions in England. 
Social Psychology: 
Social Philosophy. 


A study of some specialized aspect of social 
science. In the forthcoming session the following 
alternatives are offered. 


(a) The Social Services, Community Organization 
and Case Work. 


(6) The Child at Home and in the Community. 

(c) Social Problems of Industrial Life. 

(d) The Psychology of Delinquency and Crimino- 
logy. 


i aa 3 die 


(e) Youth in Society. 


In addition there are a number of forthcoming Exten- 
sion Courses not recognized for the Diploma, but of 
great interest to social workers of all kinds, personnel 
Officers, and local government employees. All these 
courses take place in the evenings and the lecturers are 
appointed by the University. 

For full particulars of Extension Courses in Social 
Science in London and the Home Counties, enquiry 
should be made to the Director of Extra-Mural Studies, 
University of London, Senate House, W.C.1. 
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Sontine sf. Bo, Hess det. Eeprassion of Reennan Fvstees 
Children and Adolescents as a means of 
and Therapy. By Margaret Naumberg. Foreword 
by Nolan 5 C. Lewis, M.D., Nervous and Mental 
a Monographs, 70 Pine Street, New York 5. 


Unfortunately the cumbersome title of this book is 
symptomatic of the way in which its interesting contents 
are presented. In fact so provocative are Miss Naum- 
burg’s long-winded circumlocutions that it is hard to 
avoid an unfairly critical attitude of the book as a whole. 
For instance, in the first paragraph the writer, wishing 
to state that the psychiatrists disagree on the diagnosis 
of the case, has to say, “‘ considerable divergence of 
opinion concerning this diagnosis was evident among 
the psychiatrists who examined the patient.’”’ So also 
throughout the book one finds that work is “‘ carried 
through to completion ”’ instead of just finished; and 
boys become ‘“‘increasingly severe disciplinary pro- 
blems *’ instead of just more difficult to manage. It 
may be that the American reader can take this in his 
stride, but to the English reader it is very distracting. 
After ten pages or so I realized that I was more taken up 
with my own phantasies of teaching Miss Naumburg 
to write concise English prose (with the aid of marginal 
notes in blue pencil) than in understanding what she 
herself had to say. 

Case material is usually interesting, and these cases 
are no exception. The writer presents material from 
six in-patient cases with which she has worked for 

periods in the New York State Psychiatric 
Institute; do are 99 monochromatic reproductions 
of drawings and paintings. From the viewpoint of 
exact scientific the work is unsatisfactory 
because the conditions under which the material was 
obtained are difficult to evaluate. For instance, running 
concurrently with the ‘‘art sessions ’’ these children 
were also having ‘‘ play therapy ”’ with another worker 
and occasional psychiatric interviews with a psychiatrist. 
It is the old problem that if you give more than one 
medicine at the same time you cannot be sure which one 
is curing the patient. 

I find it best, therefore, to disregard the rather tiresome 
reiterations about ‘‘ research projects ’’ and ‘* planned 
investigations ’’ and to regard this work simply as an 
exposition of how drawing and painting are valuable 
in helping the child to formulate his unconscious 
processes, and the therapist to understand them. To 
those who have been in the habit of using plastic materials 
in therapy with children the writer has no particularly 
original contributions to make. The ground she covers 
is mostly familiar. But the covering of this ground is 
nevertheless valuable, especially for those embarking 
on child therapy. 

In her approach to the unconscious through “art 
work *’ the writer makes some important points which 
are not always appreciated. For instance, she emphas- 
izes that ‘‘ spontaneous expression ’’ in art is by no 
means always spontaneously achieved. Frequently 
the early sessions are taken up with assisting and en- 
couraging a child, who would otherwise have done 
merely stereotyped copy work, to express his emotional 
life and reactions in this medium. This inevitably 
leads to an added interest and a desire for creative 
expression which, without this initial help, might 
otherwise not come to light. When this has been 


omer the stage is, so to speak, set for the therapeutic 
work. 

She rightly stressed also that the unconscious will 
reveal itself in painting or drawing long long before it 
will do so in speech. ‘* Since the language of images 
is the speech of the unconscious it serves as a more 
primitive and direct mode of personal expression than 
words.”’ The ability thus to express the unconscious 
alone is therapeutic, though interpretation, which she 
uses sparingly, may be essential at certain points. In 

ing the function of phantasy, she remarks, 
The imaginative life revealed seems to combine 
aspects of both the Freudian and Jungian interpretation 
of phantasy. At times it represents in unmistakable 
Freudian terms an attempt to “‘ escape from reality ”” 
at others it becomes a projection of ‘‘a unifying 
function *’ that deals with a collective past or an individ- 
ual future in the Jungian sense ” 

In some cases Miss Naumburg’ s approach was greatly 
inhibited by her conditions of work. For instance, one 
boy was undergoing a formal analysis at the time, so 
observation only was permitted. One cannot help 
feeling that for a boy of eleven Miss Naumburg’s less 
verbal therapeutic approach would have been pre- 
ferable to that of ** formal psychoanalysis *’. Certainly 
in the cases in which she is given a free hand as therapist 
the material comes to light in a remarkable manner and 
makes much more instructive reading. Of course, 
material obtained in this work depends largely on the 
attitude (both conscious and unconscious) of the 
observer, and the role he plays. Often insufficient 
attention is paid to this point, 

Miss Naumburg appears to work mainly within the 
framework of orthodox psychiatry and psychoanalysis. 
In her attempt to pay tribute to these intellectual task- 
masters she often runs the risk of losing that ‘* spontane- 
ous expression ’’ which she seeks to cultivate in her 
young patients. The problem of how to handle this 
delicate type of material within an objective scientific 
framework, without killing it by intellectual formulations, 
is indeed a difficult one, and I do not feel Miss Naumburg 
has fully solved this problem. Much, however, of her 
work forms a very valuable contribution to the subject 
of which she has made a special study over — a ’ 


a) 


Psychiatry. A Short Treatise. By William O’Connor, 
aon John Wright & Sons, Ltd., Bristol. 
5s. 


It is a little difficult perhaps when presented with a 
General Treatise, especially when the subject matter is 
Psychiatry, to see what anyone could find new to say. 
There already exist many good text books and a mass 
of other literature on the subject. The aim here, how- 
ever, is not exactly anything new; it is rather to fill 
(effectively) a gap that exists in psychiatric literature 
and which has never really been properly filled, that 
this book has been compiled. 

Actually the matter is not quite so simple as it sounds, 
for medicine like the law, speaks a language of its own. 
More so does this apply to Psychiatry—the difference 
being as great to a medical student as medicine is to a 
lay person. Moreover to cover the whole of psychiatry 
in any one volume is too much like trying to swallow 
the ocean at one sitting. This volume has anticipated, 




















as far as it can, most of these difficulties. The theme, 
as it develops, is so framed that once one’s interest is 
aroused, the author, without ever abandoning us, 
shows the many intriguing paths still awaiting develop- 
ment and provides a continuous stimulus to our imagina- 
tion and a challenge to further investigation. 

The chapter on Analytical Therapy is bold, but well 
chosen. It draws attention to the fact that although the 
mechanists and the analysts continue along completely 
dissociated paths, yet in fact the two are slowly con- 
verging and in many cases are only using different 
terminology to describe similar conditions. Treat- 
ment is perhaps least discussed—possibly a wise step— 
as it is only through a thorough knowledge of human 
problems, inter-relationships and character differences 
that such should be attempted, and the subject and scope 
is such as can never be fully appreciated in such a 
volume. 

The Author’s aims and hopes as mentioned in the 
Preface are, I believe, fully realized and I can recommend 
this treatise in the belief that it will have a wider cir- 
culation than is at first suggested. 

The book is most suited, perhaps, to those who having 
a certain familiarity, profess an interest in psychiatry 
and who claim something more which is readable and 
instructive, and who will then turn to other specialized 
sources of information. It is a generalized survey of 
Psychiatry as the name implies, and in its concept is 
refreshingly alive to the present possibilities and problems. 
The form of lay-out follows, more or less, the traditional 
style. Special emphasis, however, is paid to the sequence 


‘so that each page prepares one for what is to follow, 


logically, well reasoned and clearly formulated. Parti- 
cular stress is given to cause and effect ; symptoms are 
not just tabulated to be accepted or forgotten, rather 
every stage follows upon a clear exposition of psycho- 
pathological processes in its relation to symptoms and 
diagnosis. The subject matter is remarkably compre- 
hensive, but at the same time is so worded that the major 
issues stand out clearly. Closer reading, however, 
unearths a wealth of valuable additional matter. The 
author is writing from a clinical standpoint, drawing 
from a wide personal experience, both of mental hospital 
and extra mural work. It is not surprising, therefore, 
that it is a more intimate study of the finer innuendoes of 
mental illness than can be achieved in more formal 


works. 
R.B.M. 


Hypnotism Today. By L. M. Lecron, B.A., and J. 
Bordeaux, M.A. Foreword by M. H. Erickson, 
M.D. Wm. Heinemann Medical Books Ltd. 25s. 


This is a timely and most useful book. Written by 
two consulting psychologists and introduced in a 
foreword by a psychiatrist, Dr. Milton A. Erickson, 
it covers the whole ground of the subject in fifteen 
closely packed chapters. Outstanding among these are 
the chapters on ‘‘ Principles of Suggestion ’’, ‘‘ Post- 
hypnotic Suggestion, Autohypnosis and Autosugges- 
tion ”’ ** Theories of Hypnosis ’’, ‘* A System of Brief 
Hypnoanalysis ’” and ‘Research in Hypnotism ”’ 
There is also a tolerably complete bibliography. 

It may be a matter of surprise to many analytical 
psychotherapists at the present day, who have assimilated 
the teachings of Freud and other leading exponents of 
deep mental analysis, that there could still be a public, 
and a need, for such a book as this. But, quite apart 
from the desirability or undesirability of the application 
of the method of hypnotism in modern psychotherapy, 
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there continues to be an emphatic need for the adequate 
understanding of hypnosis, its laws, and its relation to 
kindred states of mind. No modern psychologist can 
afford to be ignorant of the subject, and no modern 
psychologist can evade the question of the normality 
or abnormality of the state of hypnosis or the justification 
of the use of hypnotism in special cases 

As an exposition of almost all sides of the subject this 
book is excellent. Where it falls short is in an inadequate 
appreciation of the practical and medical (not the 
merely theoretical) differences of mild states of hypnosis 
or increased suggestibility from deeper stages, such as 
that of “artificial somnambulism ’’, and the undesir- 
ability—indeed the danger to the subject—of repeated 
hypnotizations at the deeper levels. Perhaps this is not 
unconnected with the fact that neither of the authors 
of the book possesses a medical qualification and may, 
therefore, be not fully alive to the similarity of certain 
symptoms of schizophrenia and of the more severe 
types of hysteria to some of the more striking mani- 
festations of deep hypnosis. It is still questionable 
whether any subject who falls into a state of really deep 
hypnosis is thoroughly normal. It is at least possible 
that repeated deep hypnotization may make even a 
relatively normal subject somewhat abnormal. But 
milder methods of suggestion and autosuggestion, 
especially when directed to produce adequate neuro- 
muscular relaxation in the patient, are of the greatest 


value. 
W.B. 


Metabolic Brain Diseases and Their Treatment. By 
G. Tayleur Stockings, M.B., B.S., D.P.M. Bailliére, 
Tindall & Cox. 16s. 


Dr. Tayleur Stockings’ book is indeed a challenge 
to orthodox psychiatry. It remains to be seen if this 
challenge will be taken seriously. While many psychi- 
atrists have been contemplating the possible interpreta- 
tions of mental disease in terms of neurometabolic 
disorder, few would probably venture to express such 
dogmatic opinions on existing evidence. 

In common with other workers in this intriguing 
field, the author’s interest has apparently been stimu- 
lated by the results of experimental mescaline intoxica- 
tion, where phenomena more y associated with 
pi functional B psychoses, can be attributed to a toxic 
actor. 

Dr. Stockings has elaborated an hypothesis based on 
the response either to convulsion or to insulin coma 
therapy, and abandoning existing classifications he 
re-groups the psychoses’ (** Neurometabolic 
pathies ’’) into “‘dysoxic’’ and ‘‘dysglycic”’ types. 
Roughly speaking various forms of depression, certain 
forms of mania, and the simple and catatonic varieties 
of schizophrenia, appear under the heading of ** dysoxia ”” 
whereas simple mania and hypomania, hebephrenic 
schizophrenia, and the paranoid psychoses are regarded 
as forms of *‘d 

It is, from this point "onwards, that the author’s 
fundamental conceptions may well arouse a storm of 
criticism from clinicians and logicians alike. It would 
be impossible, and perhaps unjustifiable, to attempt 
to review all the possible sources of contention, which 
range from the classification itself, to the occasions 
when the case reports might be interpreted differently 
with regard to therapeutic indications. The overall 
objection lies in the dogmatic attitude arising from a 
clinical study, which however thorough, has its obvious 
limitations. The empiricism of present day physical 
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methods of treatment in psychiatry should not permit 


reference to a ‘“‘specific response ’ 
induced convulsions or hypogl: i 

if the theories expressed in this k should prove to 
be fundamentally correct. It must be stressed that the 

first chapter of neuro-biochemistry is, as it were, now 
being written, and any attempt to incorporate the small 
body of established facts into a system of psychiatric 
nomenclature, is at the best a shrewd guess. 

If the reader is prepared to overlook these short- 
comings, he will find many interesting facets of the neuro- 
metabolic problem. The author rightly points out that 
conditions of war expose psychoses at an earlier stage, 
and draws an enlightening picture of the acute organic- 
like features which may herald in a psychosis before it 
crystallizes into its more classical form. This perhaps 
is the most convincing evidence of a neurometabolic 
hypothesis, and is backed up by the development at a 
later stage of phenomena which suggest chronic and 
= organic changes (‘‘ secondary deteriora- 


to e 
comas, even 


tion 

The highly controversial nature of the subject matter 
of this book hardly renders it suitable for general 
consumption, but experienced psychiatrists-should read 
it. Even its most questionable dictates may arouse 
something more profitable than righteous indignation ! 


A.J.G. 


The Doctor and the Difficult Child. By William 
Moodie. Geoffrey Cumberlege. Oxford 
University Press. 11s. 6d. 


Dr. Moodie’s book, now in its second edition, is an 
excellent introduction to Child Guidance for doctors, 
teachers, parents and anyone interested in the behaviour 
and the difficulties of children. As the author states 
in the introduction to the first edition, ** it is not a scienti- 
fic treatise, but rather an informal discussion of funda- 
mental disturbances of behaviour or personality in 
children ’’. Nevertheless, even the technical experts 
of the Child Guidance Clinic will find it of value. 

It is written in simple language, is free from technicali- 
ties and gives a clear and concise account of the nature 
of the problems presented to a Child Guidance Clinic, 
the method of investigation, the causes and the treatment. 

The book falls into three parts. The first deals with 
the needs of the child for satisfactory emotional develop- 
ment and indicates the type of deprivation and environ- 
mental inadequacy that leads to behaviour disorders. 
Treatment, by way of soe 7 the optimum conditions 
for development, is discussed, and finally, direct treatment 
of the child with particular reference to the use of 
phantasy, drawing and play in therapy, is briefly 

considered. 


In Part Il specific conditions and disorders, their 
causes and treatment are described and in Part Ill a 
further nee on play therapy is given and a chapter 
describing the structure and staffing of a Child Guidance 
Clinic in this country. 

If any criticism can be made of this book, having 
regard to its avowed object, it is that existing environ- 
mental factors and their adjustments are stressed almost 
to the exclusion of deep psychological causes. It is true 
that this is to some extent remedied in the chapters on 
play therapy but many readers would like to have heard 
more of the personal factors—again in the clear non- 
technical ameungs that is the charm of this book. 


R.F.R. 


Child Guidance. a See gadines ory M.D., F.R.C.P., 
D.P.M. Cassell & Co. 4s. 6d 


In this book, Dr. Moodie ial a simple explana- 
tion of Child Guidance for the benefit of doctors, 
teachers and magistrates. He explains in the intro- 
duction that ‘* Child Guidance sets out not only to help 
the individual child who, through handicap or dullness, 
unstable temperament, or unsettling environment, 
must bear more than his fair load of “ificulty, but to 
relieve the community of the need to treat, manage, 
and partially or wholly support these individuals who 
have become ineffective, disturbing, and a burden 
because thejr difficulties were not realized in time "’; 
in other words that Child Guidance has a preventive as 
well as a therapeutic value in the community. 

He explains that very few of the children seen at a 
Child Guidance clinic are mentally disordered; most of 
them being ‘‘ involved in complicated family situations 
or emotional tangles ’’ from which they are unable to 
extricate themselves. 

The book attempts to answer some of the more 
common criticisms levelled against Child Guidance and 
expresses the opinion that doctors, magistrates, teachers 
and parents are now more ready to seek advice and help 
from such clinics. one 


Problems of Child Delinquency. By Maud A. Merrill. 
George Harrap & Co., London. 15s. 


This book is a major contribution to the literature on 
delinquency. Professor Merrill surveys the resources 
of the clinician in the tasks of assessing social environ- 
ment and understanding delinquent personalities; 
and she describes the use of intelligence tests and pro- 
jective techniques. The behaviour of delinquent children 
is understandable only in terms of the basic needs of 
the individual child and of his opportunities, or lack 
of opportunities, for satisfying those needs. In almost 
every case there are many contributing factors, social, 
educational and personal. 

Important and clinically tested techniques are brought 
together and many previous relevant studies are evalu- 
ated. The psychodynamics of delinquent children are 
lucidly described, and illustrated vividly from admirable 
case records. 

The sections on the interests and attitudes of delinquent 
children and non-delinquent controls, and on motiva- 
tions, merit careful study; but perhaps the most interest- 
ing chapter is that on the use of projective techniques, 
including play, in exploring the delinquent child’s 
private worlds. Other workers will surely be encouraged 
to employ such methods more widely. The reader will 
agree that paper-and-pencil tests of personality yield 
little reward for the time involved. 

The author’s experience is that the influence exerted 
by teachers in personal ways is even more important 
in the lives of delinquent children than, any needs served 
by ar adaptations, a situation worthy of further 
study 

The factors which influence later social adjustment 
after treatment are discussed in a final chapter, opening 
up a wide field for research which has been singularly 
neglected in Great Britain. The book is richly inter- 
spersed throughout with statistical tables. Indeed it is 
the scrupulous application of scientific principle and 


method throughout this work which is its principal 


merit, and it should find a place on the shelves of all 
J.D.W.P. 


workers in this field. 





















Good Time Girl. 
Dennis Price, Griffith Jones, Herbert Lom.) 


It is interesting to compare this film with that famous 
and infamous production, No Orchids for Miss Blandish. 
It is so similar in its theme of violence, so different in 
its treatment of that theme. The same unanimity in 
dubbing No Orchids a bad film will probably be found, 


(Featuring Jean Kent, Flora Robson, 


this time in praise of Good Time Girl. For this is a 
moving and convincing film where the characters live 
as human creatures, a mixture of tragedy, glamour and 
humour. 

The same cockney vigour and the back answers of It 
Always Rains on Sunday are here again; the side alleys, 
the street musician, the slum bedroom, as also the night 
clubs and mink coats, are things of reality and they com- 
bine to tell a pitiful tale. 

Now should this film be censored as well as No Orchids? 
If it is Art that determined the censor’s actions, then let 
Miss Blandish suffer alone, for she was an unreal creature 
in whom no one could believe. But if it is public 
morality that is his concern, one may question whether 
the sight of motiveless brutality is as dangerous as the 
violence in Good Time Girl which is the outcome of 
tremendous feeling, powerfully conveyed to the audience. 

But a more important question for readers of this 
journal is: What impression does this film give of our 
psychological and social services ? It is difficult to believe 

- that it is anything but alarming and the fact that in all 
other respects the film presents such a true picture of 
life makes this the more regrettable. The Juvenile 
Court and the Approved School are seen from the 
point of view of the unreformed girl, and I should think 
that, after seeing this film, most of the audience would 
greet with undisguised incredulity the statement, ‘‘ Many 
girls after leaving an Approved School do lead honest 
lives.”” For here the girl’s horror as she exclaims, 
‘* Three years in an Approved School!’”’ received a 
sympathetic gasp from the audience. We shared her 
feeling that the building was a prison and we shared her 
many humiliations on arrival, when, for instance, the 
matron and doctor talked across her while her hair 
was being examined, when she was forced to wear 
institutional clothes and ordered to say, ‘* Good morning, 
Mrs. Bond ”’ as the long line of girls filed past the house- 
keeper in the morning. To us as to her, the staff seemed 
cold, inhuman, thin-lipped, the policewoman seemed 
rough and callous and the probation officer prudish 
and shocked at the sight of an embrace. Then too the 
staff appeared to be so easily taken in, and psychologists 
will feel sad that their appearance coincided with the 
beginning of the girl’s real deterioration. ‘“‘I have 
arranged for you to see the psychologist in the morning,”’ 
‘* Thank you, matron,’’ says Gwen meekly, and as the 
matron smiles with pleasure that the girl has at last put 
aside her truculence and is becoming amenable, a very 
ugly smile appears on Gwen’s lips at the ease of her 
deception. 

On reflection, one recalls that the two ‘‘ bad ”’ girls 
are the exceptions and that the rest, though breaking 
into disorder on the slightest pretext, do not seem 

unhappy at the School or on bad terms with the staff. 
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One remembers too, as an afterthought, that the matron 
showed herself to be really concerned for her charges in 
her conversations with the rest of the staff and in com- 
mittee, that the chairman of the Juvenile Court, who 
tells the story of the film as an awful example to another 
girl, is a humane woman too. But these are after- 
thoughts, and the conscious afterthoughts of one deliber- 
ately trying to see what can be said on the other side. 
At the time of seeing the film, the miscarriage of — 
and our sympathy with the victim create a feeling of 
hostility to the forces of authority, in particular the 
Approved School with its attendant Probation Officers 
and Psychologists. 
P.E.W. 


The Centre. 


This short film, dirécted by Paul Rotha for the 
Central Office of Information on behalf of the 
Foreign Office, is an account of the Peckham Health 
Centre, the first experiment to study health, as Dr. Scott 
Williamson, the founder, claims. It shows the fine, 
= buildings and the activities carried on inside, the 

gym., swimming baths, billiard room, cafetaria, etc., 
mainly as they are seen through the eyes of one family 
that joins the Centre. This family is divided in its 
attitude towards the Centre and one sees how the 
principles of the experiment work out in thcir lives: 
no compulsion to follow the advice given by the doctor, 
in fact no conditions of membership except the annual 
medical examination and a small weekly subscription. 
The conditions that are believed to be those of the happy, 
healthy life are provided, and the scientists watch the 
result. 

Perhaps men tend to feel that their Fyay activities 
should be spontaneous and that such an o 
experiment smacks of interference, although the truth 
is that the social activities which were a natural growth 
in England have suffered a rude interruption and it 
may be that only by some such deliberate action can a 
healthy social life be brought to the suburbs of our towns. 
The film does prompt such serious questioning, but, 
perhaps inevitably, a picture of this kind has a self- 
conscious air that is something of an embarrassment to 
an English audience. It may have been inevitable 
too that such a film should show the conversion of the 
hostile onlooker into an enthusiastic member with such 
immediately good results that the audience stirred 
uneasily. But the film only lasts twenty minutes and 
most of the actors are members of the Centre, not 
professional actors, and within these limitations a 
convincing picture is given of the atmosphere of friendli- 
ness and the improvement in health that does take place 
at the Centre. 

One small piece of criticism may be added. It is 
stated at the beginning of the film that Peckham was 
chosen because within it were to be found families with 
incomes ranging from the highest to the lowest, but 
it did not seem clear from the film that in fact The Centre 
was used by families of largely differing incomes. 


P.E.W. 
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